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Introduction: Dialectical Behaviour Therapy (DBT) has a strong evidence base supporting its 
efficacy in the treatment of individuals with Borderline Personality Disorder (BPD). However, 
there is a noticeable dearth of research focusing on particular components of the therapy; 
including DBT team consultation meetings. The present study aimed to explore DBT 
clinicians’ experiences of these weekly consultation meetings. 
Method: The researcher interviewed eleven DBT clinicians from three different consult teams. 
All clinicians had at least one year experience of consult meetings and attended them regularly. 
Semi-structured interviews were utilised to explore clinicians’ subjective experiences of 
consultation meetings. Interviews were transcribed verbatim. 
Results: An Interpretative Phenomenological Analysis (IPA) approach was employed and 
revealed a number of superordinate and subordinate themes in the interview data. The 
superordinate themes included ‘Knowledge Acquisition’, ‘Regulation of the Self’, ‘Team 
Processes’, and ‘Motivation and Consistency’. 
Discussion: The research project succeeded in addressing a number of gaps in the DBT 
literature; providing a greater insight into clinicians’ experiences of team consultation meetings 
and the benefits and challenges associated with them. The results of the study are discussed in 
relation to the DBT literature and a number of recommendations for applied settings are 
presented. Limitations and strengths of the study are also discussed and suggestions for future 
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CHAPTER 1: INTRODUCTION 
 
 
1.1 Overview of present study 
The aim of this study was to explore Dialectical Behaviour Therapy (DBT) clinicians’ 
experiences of DBT team consultation meetings1. Within the DBT literature, there is a 
noticeable dearth of research on the team consultation mode of DBT, despite the growing 
evidence base around DBT more generally. A small number of studies suggest the importance 
of team consult’s learning environment and its ability to motivate model adherence and the 
continued effectiveness of clinician work (e.g. Linehan, 1993; Lynch, Chapman, Rosenthal, 
Kuo, & Linehan, 2006; Swenson, Torrey, & Koerner, 2014). The present study sought to 
deconstruct these claims and provide a clearer understanding of individual clinicians’ 
experiences of consult. Thus, the study’s overarching research question was ‘what are DBT 
clinicians’ experiences of team consultation meetings?’ 
 
Eleven individuals, based in the South of Ireland, were recruited for this study, and included 
DBT practitioners from psychology, nursing and social work backgrounds. This study used a 
qualitative interpretative phenomenological approach (IPA) to explore potential learning, 
supportive and motivational aspects of the team consult experience. The qualitative approach 
utilised here was inductive; emphasising the uniqueness of each individual’s experience.  
 
                                                          
1 A variety of terms are used throughout the thesis to refer to DBT team consultation 
meetings. This is done in the interests of brevity and sentence clarity. Terms include 






This study finds that team consult plays an important role in maintaining clinician motivation 
through the offering of team support, opportunities to reflect and learn, and assistance in 
regulating emotions. However, team consult does appear to have its limits, insofar as when 
‘high emotion’ or emotional dysregulation is consistently present and not processed, a 
clinician’s experience of the consult can feel invalidating.  
 
The contribution of this study is to advance the limited, and generally descriptive literature on 
clinician’s experiences of DBT team consultation meetings. This study provides a starting point 
for a greater understanding of the challenges DBT clinicians face and how team consult can 
furnish them with the necessary support when implemented well.  
 
1.2 Thesis structure 
The thesis is structured as follows. Chapter 2 presents the literature review, and the data 
collection and methodology is outlined in Chapter 3. Chapter 4 presents the study’s results in 
the format of superordinate and subordinate themes. Finally, Chapter 5 discusses the findings 
in the context of the literature, possible clinical applications and directions for future research. 
More detailed chapter outlines are presented below.  
 
1.2.1 Chapter 2: Literature review 
This chapter reviews the relevant literature in relation to borderline personality disorder (BPD), 
the challenges associated with this particular personality disorder and provides a context for 
BPD in Ireland. Literature on DBT is presented; including research on its efficacy and 
implementation, as well as information on its underlying philosophy and modes. The limited 






literature is highlighted. Related literature on potential team consult aspects is introduced; 
including general case consultation meetings, the team component of DBT, learning and 
reflective practice, as well as the role of supervision and feedback difficulties in team 
consultation. The thesis research aim and question is presented at the end of the chapter. 
 
1.2.2 Chapter 3: Methodology 
This chapter provides a description of the thesis methodology. Justification for the employment 
of a qualitative approach to answer the research question is presented. Further, the use of 
Interpretative Phenomenological Analysis (IPA) is discussed with reference to the teachings of 
Smith, Flowers, and Larkin (2009). The chapter includes a description of the recruitment 
process, relevant details on the participants and how the researcher collected and analysed the 
interview data. Relevant ethical issues are also discussed.  
 
1.2.3 Chapter 4: Results 
The results chapter presents the findings from the IPA analysis of the 11 interviews. Four 
superordinate themes were identified: knowledge acquisition; regulation of self; team 
processes; and motivation and consistency. A number of subordinate themes were identified 
within each of the four themes. The superordinate and subordinate themes are supported by the 
selection of relevant participant quotes. The researcher’s interpretation of the themes is 
included in this chapter. 
 
1.2.4 Chapter 5: Discussion 
The final chapter presents a discussion on the research findings. The relevant academic 






limitations, application to clinical setting and suggested future research directions is presented. 








CHAPTER 2: LITERATURE REVIEW 
 
 
2.1 Chapter introduction 
This chapter reviews the existing literature on DBT team consultation and related aspects. An 
overview of BPD classification and prevalence, as well as a focus on the challenges and 
successes associated with the DBT model is initially presented, to aid a fuller appreciation of 
the role of team consultation. This includes challenges that are present when working with 
individuals with BPD directly; ranging from diagnostic to interpersonal challenges that 
therapists are faced with on an ongoing basis. 
 
The limited academic literature examining DBT team consultation is almost entirely 
descriptive and prescriptive in nature, with a dearth of research assessing the efficacy of team 
consultation or providing any narrative richness to clinicians’ experiences of it. In general the 
DBT literature tends to present findings on the efficacy of the DBT model as a whole rather 
than focusing on the separate DBT modes. This is presented in detail below. 
 
The review encompasses many strands of the DBT literature to ensure a thorough 
understanding of DBT and specifically team consult. Other relevant literature areas explored 
in this review include case consultation meetings, supervision, DBT programme 
implementation, learning theory and reflective practice.  
 
2.2 Borderline Personality Disorder (BPD) 
BPD is one of the most common personality disorders present in adults; with general 






Loranger, & Kessler, 2007; Lieb, Zanarini, Schmahl, Linehan, & Bohus, 2004). In treatment 
settings the prevalence of individuals with BPD is reported to be as much as 7% in primary 
care settings (Gross et al., 2002) and up to 50% in inpatient psychiatric care settings (Sansone 
& Sansone, 2007). 
 
When considering the complexity of clients with BPD and the challenges faced by the 
clinicians who treat them, a number of additional factors are relevant. Firstly, an estimated 
69-80% of patients with BPD attempt to take their lives (Gunderson, as cited in McMain et 
al., 2009), and approximately 10% complete suicide (Paris, 2004). Although this is 
comparable to suicide rates amongst people presenting with schizophrenia and bipolar 
affective disorder, the rate of suicide almost quadruples for individuals with severe BPD 
(Krawitz & Watson, 2003). 
 
It is estimated that 70-80% of all individuals with BPD engage in either suicidal or 
parasuicidal behaviours (Linehan et al., 2006). These self-destructive behaviours include any 
acute, intentional self-injurious behaviour associated with or without suicidal intent. This 
encompasses both self-mutilative behaviours as well as suicidal attempts.  
 
BPD is regarded as the most widely researched of the personality disorders (Osborne & 
McComish, 2006). Despite this research focus, there remains a distinct level of controversy 
around the diagnosis, in particular due to co-morbidity. BPD is often co-morbid with other 
Axis I disorders listed in the DSM-IV, such as substance abuse, eating disorders, post-
traumatic stress disorder, major depressive disorder and panic disorder (Grant et al., 2008; 
Lenzenweger et al., 2007; Zanarini et al., 1998; Zanarini, Frankenburg, Hennen, Reich, & 






behaviours of individuals with BPD was associated with six to twelve times higher rates of 
mood disorders. In addition, research has found that a significant proportion of clients with 
BPD experience childhood sexual abuse (e.g. Bateman & Fonagy, 2004; Paris, 2009). Such 
variables underline the complexity involved when working with clients who have BPD; not 
only in terms of the diagnostic challenges, but also in terms of how to deliver the most 
effective intervention. 
 
2.2.1 BPD in Ireland 
Comprehensive prevalence rates for BPD in Ireland are not currently available. However, ‘A 
Vision for Change’, the document which outlines Irish mental health policy, states that 11-
20% of clinical presentations to outpatient clinics feature BPD (Department of Health and 
Children, 2006). Other more general research indicates that roughly 4% of psychiatric 
patients might present with a personality disorder (Daly & Walsh, 2012).  
 
Given the larger rates quoted internationally, these figures may likely be an under-
representation; potentially due to low use of valid and reliable assessment measures or 
possible restraint in providing a diagnosis, due to associated stigmatisation (e.g. Schotte, 
2002; Zimmerman, Rothschild, & Chelminski, 2005). Another factor might be that fewer 
Irish males with BPD are in contact with services; as suggested by the general gender 
imbalance in BPD diagnoses. According to the American Psychiatric Association (2000) as 
much as 75% of those diagnosed with BPD are female. However, some researchers (e.g. 
Cartwright, 2008) claim this might be due to lower treatment seeking behaviours amongst 
males. Indeed, some research in community samples (e.g. Coid, 2003) show less female 







Despite the lack of prevalence rates to underline the challenge of BPD in Irish society, a 
closer look at the Irish mental health policy illustrates that BPD is recognised as a pertinent 
issue and steps are needed to help manage the impact of this particular mental health disorder. 
‘A Vision for Change’ (Department of Health and Children, 2006) contains a specific section 
on BPD; where the authors of the document stress the importance of explicit treatment 
protocols consistent with best practice. They add that such requirements are needed as 
individuals with BPD pose significant challenges for community mental health teams in 
Ireland.  
 
Besides the recommendation of specialised treatment expertise development in each 
catchment area, to deal with the “severe and complex clinical problems” (Department of 
Health and Children, 2006, p. 163) associated with BPD, the document makes specific 
reference to DBT. In fact, it is the only treatment approach mentioned in relation to BPD in 
the document; possibly indicating the importance placed on DBT as a treatment protocol for 
BPD in Ireland. 
 
2.2.2 Clinicians’ experiences of individuals with BPD 
In addition to the diagnostic challenges associated with a BPD diagnosis, previous studies 
highlight the negative reactions some health care professionals have traditionally experienced 
when treating individuals with this disorder. A number of research studies, particular those in 
relation to the nursing profession (e.g. Deans & Meocevic, 2006; Woollaston & Hixenbaugh, 
2008) indicated that those who work with people diagnosed with BPD, can often feel 






itself has been found to trigger negative reactions in professionals working with patients who 
have BPD (Fraser & Gallop, 1993; Krawitz & Watson, 2003). 
 
From a broader multidisciplinary perspective, Bodner, Cohen-Fridel and Iancu (2011) 
examined attitudes towards patients with BPD, amongst a sample of 19 psychiatrists, 13 
psychologists and 25 nurses. Attitudes were assessed quantitatively by inventories developed 
by the researchers, which evaluated cognitive and emotional attitudes. The researchers found 
that the suicidal tendencies of patients with BPD led to antagonistic judgements amongst the 
three types of professions; although psychologists scored lower than the other two 
professions in terms of these judgements. Nurses were found to have lower empathy towards 
these patients compared to the sample of psychiatrists and psychologists. The study itself was 
based in Israel, and the sample was drawn from hospitals in the centre of the country. As such 
these findings may not be representative for other parts of Israel or internationally. In 
addition, the small sample size, the ratio of the three professions as well as the non-random 
participant selection are other limitations of this study. Finally, although based on a review of 
the literature, the validity and reliability of the inventories developed by the researchers needs 
to be verified with larger samples and may limit some of the conclusions of the study. 
 
From an Irish perspective, there is some literature highlighting similar difficult experiences of 
health care professionals with this client group. For example, McGrath and Dowling (2012) 
explored a sample of 17 psychiatric nurses working in an Irish mental health community 
service and their responses to patients with a diagnosis of BPD. Consistent with other studies, 
a thematic analysis revealed largely negative perceptions of these service users. There was a 
tendency to describe them as ‘challenging and difficult’ and it often appeared that after an 






nurses descended into a ‘chaos stage’. Nurses reported various disruptive behaviours from 
these service users, which were emotionally draining.  
 
The study also emphasises the importance of training and education around BPD. McGrath 
and Dowling (2012) suggest that nurses could respond more therapeutically and with greater 
consistency without negative emotions if they had more education around BPD. This might 
be consistent with the findings of the Bodner et al. (2011) study where psychologists and 
psychiatrists might have received more training than those from the nursing discipline. The 
authors note that socially desirable answering may have influenced some of the participants’ 
responses and that those recruited likely had an interest in BPD. In this respect a more in-
depth qualitative approach might have been more beneficial; as would the recruitment of a 
wider sample of nurses; including those less interested in BPD. 
 
From a broader personality disorder perspective, a qualitative study completed by Fanaian, 
Lewis and Grenyer (2013) is of relevance. This study involved 60 clinicians, who provided 
feedback on what improvements could be made by services working with individuals with 
personality disorders. Important suggestions included increased levels of training and 
education for professionals, better support through supervision and leadership and the use of 
more evidence-based treatments.  
 
While the information supplied by the clinicians provides a useful insight into the pertinent 
areas when working with clients with personality disorders, the research method suggests 
potential gaps in the feedback from clinicians (Fanaian et al., 2013). In this study the 60 
clinicians were split into groups to answer the research question; possibly limiting the 






various aspects related to working with clients with personality disorders. Secondly, there 
was a noticeable weighting of psychologists (75%) amongst the sample. This may limit the 
generalisability of the research findings given the variety of experiences of other disciplines 
noted above (e.g. Bodner et al., 2011) 
 
2.3 Dialectical Behaviour Therapy (DBT) 
With regard to psychotherapeutic interventions for BPD, four of the more prominent 
approaches that have been researched are: Transference-Focused Psychotherapy, 
Mentalisation-Based Therapy, Schema-Focused Therapy and DBT (Stoffers et al., 2012). 
While there is a lack of consensus about the superiority of one approach over the other 
(Zanarini, 2009), DBT is the primary evidence-based treatment for the disorder. Both the UK 
Department of Health (Snowden & Kane, 2003) and the American Psychiatric Association 
(2001) advocate it as one of the leading treatments for BPD.  
 
2.3.1 DBT efficacy 
There is a strong evidence base supporting the efficacy of DBT. More than a dozen 
randomised controlled trials (RCTs) have been completed to date, supporting DBT’s use in 
the treatment of individuals with BPD (e.g. Koons et al., 2001; Linehan et al., 2006). Of the 
major psychotherapeutic treatments for BPD, DBT has been researched more extensively and 
has the highest number of RCTs investigating its efficacy (Stoffers et al., 2012). Critics of the 
RCTs completed on DBT highlight that the majority of this DBT research has used entirely or 
primarily female populations, and that there is an absence of studies examining DBT with 







2.3.2 DBT philosophy and modes 
DBT was developed specifically to treat BPD. In terms of its treatment philosophy, Marsha 
Linehan (1993), the person responsible for the therapy’s development, sought to incorporate 
and balance two divergent perspectives: Eastern practices of mindfulness and acceptance; and 
Western psychological procedures of change. While DBT has strong links to cognitive 
behaviour therapy, its focus is more on behaviour theory rather than cognitive theory (Swales, 
2009). It takes a radical view on what constitutes a behaviour response, which would not only 
include motor behaviour but also thinking, emoting and sensing.  
 
Linehan (1993) notes that a comprehensive DBT programme is characterised by an emphasis 
on five particular goals: 1 ) to enhance capabilities 2) to enhance motivation 3) to secure the 
generalisation of skills 4) to structure the environment and 5) to enhance the capabilities of 
therapists and maintain their motivation in delivering effective treatment. The treatment itself 
consists of four treatment modes: individual therapy, skills training (normally in a group 
format), phone coaching sessions outside of sessions, and therapist consultation team 
meetings.  
 
Overall, the research supports the inclusion of all four therapy components in the treatment of 
clients with BPD, although an extensive examination of the efficacy of fewer modes has not 
yet been fully explored (Rizvi et al., 2013). One study, however, by Soler et al. (2009) did 
investigate the effects of DBT-skills training on its own; over the course of three months. The 
results of the study showed that the skills training mode was associated with greater clinical 







Some researchers have been critical of the structural aspects of DBT. For example, Evershed 
(2012) suggests that the rigid structure involved in DBT may be invalidating for a client. This 
is reflected by some feedback from treatment participants on reasons for attrition (Chu, Rizvi, 
Zendegui, & Bonavitacola, In press) The principles of DBT are also applied to the clinicians 
themselves, although it is unclear whether any perceived rigidity might have similarly 
negative effects on some clinicians. One could argue that the structure of the various modes 
and skills might in fact empower clinicians, given the limited success clinicians traditionally 
had with clients with BPD in treatment settings. 
 
Recent years has seen the application of DBT to different clinical populations; such as people 
with eating disorders (Bankoff, Karpel, Forbes, & Pantalone, 2012), forensic inpatients 
(McCann, Ball, & Ivanoff, 2000) and individuals with depression (Lynch, Morse, Mendelson, 
& Robins, 2003). It is not always clear how big a role the respective modes play in such 
adapted versions of DBT. For example, the likes of McCann et al. (2000) refer to the 
inclusion of the team consult mode, while there is evidence to suggest that some of the other 
adaptations might not include this component. James, Taylor, Winmill, and Alfoadari (2008) 
adapted DBT to complete a community study with adolescent females presenting with 
persistent, deliberate self-harm. The study refers to the use of group skills training, one hour 
weekly individual therapy sessions and the availability of phone consultation. However, there 
is no mention of the weekly team consult mode. 
 
More generally, the literature on specific modes within a DBT programme is quite limited to 
date. For example, there is some discussion around the phone coaching mode in DBT (e.g. 
Ben-Porath, In press; Ben-Porath & Koons, 2005; Linehan, 2011; Manning, 2011), however, 






didactic in nature; describing how to negotiate phone coaching issues with clients, such as 
orientating people to the mode or what kind of errors are made by clinicians during phone 
coaching. 
 
2.3.3 DBT programme implementation 
Previous studies of DBT programme implementation are reviewed below, to help provide a 
broader appreciation of the challenges that DBT clinicians might experience in their DBT 
role. Indeed, Swales (2010b) argues that the various RCT evidence supporting the use of 
DBT does not necessarily translate to the delivery of comparable outcomes in routine clinical 
settings. She notes that there is a heavy emphasis on training and proper supervision of 
therapists in these research studies, which might not be typically available in many standard 
health care services.  
 
In addition, Swales (2010a) notes that the reallocation of clinician hours (one and a half days 
per week) to DBT is the first significant organisational challenge when implementing a DBT 
programme. Indeed, time commitments is a relevant issue where consult is concerned as 
clinicians are required to commit an additional two hours per week to this DBT mode in 
addition to their individual work and group work, as well as other related DBT tasks (Swales, 
2010a).  
 
Carmel, Rose, and Fruzzetti (2014) interviewed 19 DBT clinicians to help identify DBT 
implementation challenges. Their findings highlighted that the time commitment of DBT and 
a lack of reduction in other work commitments was a significant challenge; thus supporting 






(2014) included a lack of administrative support and difficulties around staff turnover. DBT 
requires a significant amount of training, which can place added pressure on programme 
sustainability; particularly in relation to clinicians leaving a programme and the need to 
recruit new members.  
 
In their study, Carmel et al. (2014) employed content analysis to uncover themes around DBT 
implementation challenges. This particular research method often employs a low level 
interpretation of data as it tends to focus on frequency of themes rather than a deeper analysis 
of the participant responses (Vaismoradi, Turunen, & Bondas, 2013). Another qualitative 
approach, in which a higher level of interpretative complexity is required, might highlight 
different aspects to the implementation challenges listed in this study. 
 
Another important empirical study in relation to DBT implementation was completed by 
Swales, Taylor and Hibbs (2012). Using semi-structured interviews the researchers contacted 
105 DBT programmes in the UK to research implementation factors. Interview data revealed 
that the highest failure rates for programmes tended to be in the second and fifth years. A 
content analysis of participant responses indicated that the three primary reasons for the 
cessation of a programme were lack of organisational support, high staff turnover and 
insufficient time allotted to the delivery of the programme. Such challenges understandably 
put clinicians under pressure, and a lack of awareness of the impact of such stressors may 
adversely affect a clinician, both in terms of their own well-being and how effectively the 
team deliver the DBT treatment.  
 
In the Swales et al. (2012) study, interviews were primarily with team leaders of functioning 






not continue would have been beneficial. Further, the content analysis of the interview data 
was effective in highlighting some aspects of the challenges to DBT programme 
implementation, however, the researchers note how the lack of a broader sample may have 
limited the extent to which conclusions may be drawn from this study. Similar to Carmel et 
al. (2014) the use of content analysis may have also limited the depth of the findings. In 
addition, Neuendorf (2002) suggests the importance of having two coders to increase the 
accuracy of a content analysis. The study states that two of the researchers completed a 
content analysis of responses and that an additional DBT “novice” (Swales et al., 2012, p. 
551) identified similar themes. However, it is unclear as to what exact level of inter-coder 
reliability was achieved or whether this DBT “novice” was sufficiently experienced to 
complete such checks. 
  
In relation to overall DBT programme implementation, Koerner (2013) suggests that resource 
constraints mean some teams struggle to implement a full treatment protocol. In her 
discussion paper, she mentions how some teams found it “difficult or impossible to implement 
the consultation team or after-hours phone coaching” (Koerner, 2013, p. 576). It is unclear as 
to which teams Koerner is referring to here as the paper fails to provide any detail or data in 
relation to these described difficulties. However, it does suggest the possibility that team 
consultation may not be properly implemented in some situations. It is unclear whether this is 
due to the lack of numbers to facilitate a sufficiently populated consult team or whether the 
consult itself is not prioritised and scheduled. Similarly, a recent conference paper by Dubose, 
Ivanoff, Miga, Dimeff, and Linehan (2013) notes the absence of team consult in a small 
number of DBT programmes. In a survey of 78 teams, approximately 10% of teams did not 
have regular team consult and approximately 6% reported no team consult meetings at all 







With regard to the training delivery aspect of DBT implementation, research supports the 
importance of a sufficient amount of training hours. For example, Trupin, Stewart, Beach, 
and Boesky (2002) examined the therapeutic outcomes of DBT programmes in two different 
in-patient forensic units for adolescents. They found that clinicians who received 80 hours of 
training had more success with their client group as opposed to the clinicians who had 16 
hours workshop training. However, there are a number of methodological limitations with 
this study, such as the inclusion of punitive interventions with clients in the 16 hour training 
group. This client group also had lower levels of psychopathology compared to those in the 
other in-patient forensic unit. Further, the application of DBT to adolescents means the 
findings are not necessarily generalizable to the training levels of clinicians working with 
adults, as a BPD diagnosis is more typically given to individuals over the age of 18.  
 
2.4 DBT Team Consultation Meetings 
The current research focuses on the team consultation mode of the DBT model. This section 
outlines the function of team consult as proposed by Linehan (1993; 2014), as well as 
examining the limited body of literature focusing on various aspects of team consultation 
meetings. It is worth reiterating that there is a noticeable gap in the literature on DBT team 
consultation specifically. A small number of studies refer to team consult more substantially 
(e.g. Koerner, 2013; Lynch et al., 2006; Swales, 2009), but the approach is more descriptive 
in nature and lacks rigorous research insight on the efficacy of team consult, the importance 
of its role in the DBT model or how clinicians experience it. It appears these descriptive 
accounts on DBT team consultation are provided by expert DBT clinicians themselves and as 






team consultation. As discussed previously, studies examining phone coaching exhibited a 
similarly descriptive approach. 
 
2.4.1 Function of DBT consultation 
Lynch, Chapman and Rosenthal (2006) note how DBT is a comprehensive and multifaceted 
therapy, whose application to high risk clients can be particularly challenging to therapists. In 
this regard, certain supports are needed to help tackle difficulties experienced by clinicians in 
relation to maintaining therapist motivation and the skilful treatment of clients. Here team 
consultation can play an important role. In general, it is recommended that all DBT therapists 
should attend consultation or be in a supervision relationship with either one other person or 
preferably a group of fellow clinicians (Linehan, 1993). In the event that clinicians are not 
able to meet in person, consult meetings might take place virtually via internet applications or 
some form of online learning community (Linehan, 2014). 
 
One of the primary functions of DBT consultation is to address effective action between a 
client and clinician. Linehan (1993) suggests that one important assumption of DBT is that 
therapists are often guilty of the problematic behaviours they are accused of by their clients. 
She notes how therapists working with clients with BPD, often experience pressure from 
these clients to solve their emotional pain immediately. When this pain is not ameliorated, 
therapists can feel pressured to implement major changes in the intervention, despite how the 
existing intervention, if continued with, might be correct. At other times therapists can refuse 
to make any changes; sticking rigidly to the treatment. Linehan (1993) suggests that if either 






blame on the individuals with BPD. Linehan (1993) proposes that such problems, which 
occur during the delivery of treatment, can be dealt with in DBT case consultation meetings.  
 
Essentially team consult acts as a micro-level ‘community’ of providers, where clinicians 
agree to utilise dialectical philosophy in terms of applying DBT principles on themselves in 
the team (Chapman & Linehan, 2005). This approach helps to address dilemmas such as 
those mentioned above and to work towards the primary goal of effective clinician action. 
However, in consult it is proposed that there should be less focus on the client’s difficulties 
and more emphasis put on discussing the therapist’s behaviour within the client-therapist 
interaction (Lynch et al., 2006). This discussion is done in a dialectical fashion and leads to 
modifications in how the therapist treats his or her client. Consequently, a system is 
developed whereby the team influences the client’s treatment and the client influences the 
team. Changes in the balance of this system may lead to changes in the treatment as a whole 
(Lynch et al., 2006). 
 
In addition, as the function of consult focuses on the therapist, the team will also seek to 
address clinician behaviours that potentially impact on the client’s treatment. Linehan (2014, 
p. 84) refers to consult’s importance in creating a balance to the potential “arrogance” that 
can occur where the DBT clinician is in a powerful position. Specific problematic behaviours 
might encompass behaviours both outside and inside consult, such as turning up late, 
insufficient preparation for consult, use of judgements during discussions, unmindful 
behaviour, self-invalidation and so on (Lynch et al., 2006). Ultimately, the team consult helps 








2.4.2 DBT consultation structure 
The team consult itself comprises of a number of different components. Appendix A provides 
a sample team consult agenda, which includes a mindfulness exercise, skills group updates 
and items concerning both individual clients and the therapists themselves. 
 
A standard team consult agenda also includes a reading of one of the therapist consultation 
agreements, which clinicians are encouraged to revise on a regular basis. These set of 
agreements act as a guide for how clinicians should interact with each other in consult and are 
underpinned by the dialectical philosophy. The overall aim of these agreements is to help 
reduce and resolve various types of conflict that often occur when people work together in 
groups (Swales & Heard, 2009). The agreements (see Appendix B for further expansion on 
all the agreements) are as follows: consistency, the consultation-to-the-client, the dialectical, 
the fallibility, the observing-limits and the phenomenological empathy agreements (Linehan, 
1993).  
 
Swales (2010a) suggests that three of the team consultation agreements are particularly 
important in relation to consult, as they help maintain an appropriate learning and supportive 
atmosphere. First is the ‘phenomenological empathy agreement’, which facilitates the use of 
non-judgemental and emphatic responses towards team members, as well as towards the 
individual clinicians themselves. Second is the ‘fallibility agreement’, where all clinicians 
admit they are liable to make mistakes. Swales (2010a) claims this facilitates a non-defensive 
attitude in consult, where clinicians can be more open to giving and receiving feedback on 
clinical work; thus promoting greater opportunities for learning. Finally, Swales (2010a) 






the synthesis of understandings developed through various perspectives on whatever client 
problem is being discussed in consult. Essentially, this agreement suggests that consult 
members should expect and welcome multiple perspectives on the truth. 
 
2.4.3 Comparison with other types of case consultation meetings 
Beidas and Kendall (2010) researched evidence-based practices and suggest that case 
consultation and regular supervision are associated with better client outcomes and higher 
fidelity implementation. Although their research included one DBT study (Hawkins & Sinha, 
1998), there was a noticeable absence of data focusing on DBT team consult specifically. In 
any case, it is worth building upon this evidence about the benefits of team consultation in 
general (Beidas & Kendall, 2010); focusing on how DBT team consultation meetings might 
compare. In this regard, a focus on the cognitive behaviour therapy (CBT) case consultation 
literature is proposed. DBT has strong links with CBT, which is an allied behaviour therapy 
with a strong research foundation. One of the main differences between CBT and DBT is that 
CBT is more protocol-driven, whereas DBT is a principle-driven approach incorporating 
acceptance aspects and focuses specifically on individuals with BPD (Swales & Heard, 
2009). 
 
A significant study that highlights the importance of case consultation meetings is that of 
Beidas, Edmunds, Marcus and Kendall (2012), who examined the efficacy of three different 
training modalities and the impact of ongoing consultation after a clinician’s initial training. 
For the study the researchers used CBT as the exemplar and recruited a large sample size of 
115 community therapists. Of interest were some of the outcome measures, which focused on 






relevance to this study given consult’s proposed function of developing clinician 
effectiveness as well as ensuring greater adherence to the general DBT model. Overall, the 
findings of the study suggest that consultation was crucial to developing therapist adherence 
and skill.  
 
Although this study provides strong evidence that DBT consult might offer similar adherence 
and skill development benefits, it is important to highlight a number of differences between 
the CBT case consultation meetings examined here and those used in DBT. In addition, this 
might help further illustrate important characteristics of DBT team consult. Firstly, while 
there are similarities in terms of the number of consult members and cases per clinician, DBT 
consult duration is noticeably longer than the average duration of 52 minutes quoted in the 
Beidas et al. (2012) study.  
 
Secondly, the consultation employed in the Beidas et al. (2012) study used a virtual 
conferencing platform. While fulfilling many of the learning criteria of case consultation 
meetings, the use of a computer based virtual consultation might adversely affect some more 
social-related factors. Indeed, DBT consult often takes place in a physical rather than a virtual 
location.  
 
Finally, the focus of this study was on CBT for children suffering from anxiety. As such its 
generalisability to clinicians working with other populations is a potential issue. From a 
learning perspective there might be significant overlap in terms of CBT theory, however, the 
dialectical philosophical principles that underline DBT are arguably more challenging in 
comparison to CBT. Other factors such as DBT consultation’s role in managing the 






emotion dysregulation often associated with clients with BPD. Children with anxiety would 
most likely be less challenging in this regard. 
 
2.4.4 Team component of DBT consultation 
Given the absence of research studies on team consultation, it is important to examine the 
small number of articles that refer to team consultation in more depth, to aid our 
understanding as to its function and to help deconstruct other potential aspects of it. Swenson, 
Torrey and Koerner (2014) echo previous descriptions of consult, stating that the consultation 
team equips clinicians with a means to acquire supervision, support, ongoing education and 
renewal. This next section of the literature review will examine how the team might assist in 
the achievement of some of these aspects of consult. 
 
In her paper on ensuring good outcomes in DBT, Koerner (2013) notes a number of 
important principles. One of the principles listed relates to team consultation (‘treat the 
therapist through a consult team, mindfulness practice, and a recursive culture’ (Koerner 
(2013)). Here Koerner notes the dearth of research on team variables and associated client 
outcomes. Suggested relevant team variables might include attendance at team consult 
meetings, how team members interact with each other, and the amount of emphasis given to 
motivation versus adherence in consult (Koerner, 2013). 
 
Mayer-Bruns (2013) recently published a paper on DBT teamwork and DBT supervision, 
which may provide some further insight into the team component of consult. Again it is 
worth highlighting that this paper is also solely based on Mayer-Bruns’ own insights gained 






the overall DBT model, there is a lack of clarity as to whether the team aspects mentioned are 
in reference to team consult or supervision or both. 
 
Written in German, Mayer-Bruns’ (2013) paper presents a number of relevant observations in 
relation to skills used in DBT team settings. The author emphasises the importance of the 
team aspect of DBT and suggests that an open and appreciative team atmosphere creates the 
basis for creative and effective work. Further, she notes the importance of team member skill 
in helping regulate one’s own emotions as well as those of other team members. More 
generally, the crucial role of the team in providing active assistance around the excessive 
demands of the work is underlined. Characteristics of this team support include cheerleading, 
the creation of hope for clinicians and sharing one’s own experience. She adds that different 
subgroups or disciplines in the team can provide different perspectives when looking for 
solutions and that new members to the team can also have a clear, unbiased view on how the 
team is operating, which can prove helpful. Although she does not refer to team consult 
directly, it is likely that Mayer-Bruns considered such DBT team aspects would extend to the 
experience of consult as well. 
 
Another important aspect is team composition. From a general DBT team perspective, Swales 
(2010) notes how team selection is arguable the most important aspect of programme 
implementation. However, it is relatively unclear as to what the impact of the team element 
of the model has on clinicians’ experiences. From a general standpoint, Fixen, Naoom, Blasé 
and Friedman (2005) note how this is a wider issue. In their review of implementation 







Few other research studies address the important influence of the team in DBT. However, 
some of the literature on clinician stress may help provide further insight into the supportive 
aspect of the team component. Miller et al. (2011) completed an interesting study looking at 
burnout amongst DBT clinicians in training. They used salivary cortisol samples and self-
report measures of burnout and well-being over the course of one year, to examine 
differences between three DBT trainee therapists and a control group of three trainee 
therapists providing a type of psychodynamic therapy. Results from the cortisol sampling 
indicated that while those in the control group showed lower physiological stress levels at the 
beginning of the study, the DBT clinicians experienced lower levels of comparative 
physiological stress over time. However, there were no significant differences under the self-
report measures.  
 
The Miller et al. (2011) study raises interesting questions as to why DBT clinicians might 
experience lower levels of physiological stress over time when using this therapy.  
Although the researchers do not explicitly link their findings to a team component it may be 
an important contributory factor. Indeed, Miller et al. (2011) suggest that lower levels of 
stress in the DBT group may be due to the structural elements of the therapy; including clear 
treatment targets, mindfulness practice and consultation with the therapist. However, given 
the low participant numbers and the lack of a qualitative element to the research, it is hard to 
specify the respective importance of such variables. 
 
Edwards and Burnard (2003) completed a systematic review of stress management 
interventions amongst mental health professionals and found that the most common coping 
strategies included social and peer support, supervision, recognition of limitations and 






clinicians cope in a DBT setting; including the possibility of the team component influence as 
well as more personal aspects such as one’s skill level and ability to set personal limits.  
 
Similarly, research by Perseius and colleagues (2007) highlights the importance of the team 
aspect in DBT in reducing stress and the subsequent risk of burnout. Using a mixed methods 
approach, the study involved 22 psychiatric professionals and assessed the impact of DBT 
training on clinician levels of occupational stress and levels of professional burnout. Results 
of the study indicated that DBT training led to reduced levels of stress when treating patients. 
A content analysis of free-format questionnaires and group interviews highlighted the 
importance of support from the team and through supervision. Mindfulness practice was also 
listed as an important supportive practice. Interestingly, the study also revealed that the 
learning aspect of DBT was where clinicians often felt increased stress levels. Some 
clinicians noted the complexity of the DBT method and the time required to become 
comfortable with the various aspects of the therapy. 
 
Perseius et al. (2007) also emphasise the importance of training and education when working 
with clients who have BPD. Consequently DBT training level provision is an important area 
to consider from a team consult perspective as clinicians can potentially learn from each other 
on an ongoing basis. This is particularly important in relation to learning level variation 
amongst consult members, given that consult teams will often have newer members joining at 
various stages, who might learn from more experienced team members. More generally, 
Swales et al. (2012) found that the second most common reason for programmes ceasing to 
function was high staff turnover. Although experienced members should ideally be supported 
to remain in the team, this finding suggests the importance of new team members joining at 







In addition, Swales (2009) notes how the high risk involved with clients with BPD and the 
slow pace of change places an increased risk of burnout on DBT clinicians. Consequently, 
she alludes to the importance of weekly consultation to help mitigate the risk of burnout. 
However, this paper does not provide clarity on how consult reduces risk of burnout. One 
hypothesis may be the influence of the team aspect of consult, although further research is 
required to investigate this. 
 
Overall, the importance of the team aspect in the treatment of individuals with BPD has been 
a longstanding characteristic in this type of work. While teams can be prone to negative 
behaviours such as group-think and splitting (Gabbard & Wilkinson, 2000; Rouf, Larkin, & 
Lowe, 2012), they often provide support to professionals in different settings. For example, 
early research by Book, Sadavoy and Silver (1978) highlighted the importance of the team in 
terms of validation, direction and even correction of a clinician’s approach to working with 
individuals presenting with BPD. It is important to highlight, however, that a DBT 
consultation team may differ in some respects from a general mental health team, such as 
those mentioned in Book et al.’s (1978) study. An important characteristic of the DBT team 
in this regards is that each member has the label of DBT clinician, suggesting a greater 
degree of equality in this respect. 
 
2.4.5 Learning and reflective aspects of DBT consultation 
As mentioned already, Linehan (1993) states that one of the primary purposes of DBT team 






This implies a significant learning element to consult in order for clinicians to grow and 
develop professionally in the attainment of this effectiveness goal.  
 
Previous literature addressing the learning element of consult is often descriptive in nature. 
Swales (2010a) states that a significant function of team consultation is to provide training 
and supervision to therapists, as well as shaping their adherence towards the therapeutic 
model. She emphasises the importance of consult as a “protected time…vital to the training 
process” (Swales, 2010a, p. 74). In addition, Swales states that consultation should provide 
encouragement to clinicians in relation to the continued development of their skills and that it 
should help maintain clinician motivation in working in such a complex and challenging 
client environment. Empirical work in this area, however, appears to be sparse and possibly 
non-existent.  
 
A natural progression is to deconstruct what is meant by learning in consult and to consider 
more clearly how it might potentially take place in this environment. Here Kolb’s (1984) 
experiential learning style theory provides a useful model as to how clinicians might learn in 
a team consult environment. Kolb’s (1984) cycle of learning comprises four stages: 
1) Concrete Experience: the clinician experiences a new situation or reinterprets an 
existing experience. 
2) Reflective Observation: the clinician reflects on the new experience. Important 
in this stage is the identification of any inconsistency between the clinician’s 
experience and their existing understanding.  
3) Abstract Conceptualisation: a new idea is developed through clinician reflection. 






4) Active Experimentation: the clinician applies the new idea or insight. The results 
of this application lead to more results and possible further reflection. 
 
It is important to remember how consult operates within a more general learning framework 
where the other DBT modes also inform and consolidate learning from consult and vice-
versa. For example, with regard to Kolb’s cycle, one could incorporate phone consultation 
issues that might arise during clinical work. The clinician may bring these to consult, reflect 
on the experience and develop new solutions with the help of consult team members. These 
solutions may be tested subsequently and the process can be repeated. 
 
An important element of Kolb’s cycle of learning is the process of reflection. In addition, 
there is a growing emphasis within the research literature on reflective practice in health care 
settings (Mann, Gordon, & MacLeod, 2009). To date, it is unclear from the literature 
reviewed how important a role reflection or reflective practice plays in the DBT consult; 
however, numerous benefits from reflective practice for healthcare professionals have been 
highlighted in the broader health care literature (Mann et al., 2009). This suggests that 
consideration should be given to the potential role of reflective practice in DBT team consult. 
 
Firstly, it is important to consider what is meant by the term ‘reflection’ as definitions of this 
concept vary. For example, Dewey (1933, p. 9) defined it as “active, persistent and careful 
consideration of any belief or supposed form of knowledge in the light of the grounds that 
support it and the further conclusion to which it tends”. In contrast Boud, Keogh and Walker 
(1985, p. 19) define it as “a generic term for those intellectual and affective activities in 
which individuals engage to explore their experiences in order to lead to a new 






the critical analysis of experience, they differ in how the role of emotion in reflection is 
incorporated into the second definition. This is particularly pertinent to consult where we can 
see how high emotion appears to be actively addressed in the consult agenda. 
 
The concept of a ‘reflective practitioner’ was first introduced by Schön (1983). This term 
relates to the use of reflection in professional practice in order to learn from work-related 
experiences. In particular, Schön highlighted how reflective practice can be used to frame the 
complex problems that face professionals, which their training does not necessarily prepare 
them for. In his exposition of the concept, Schön (1983, p. 42) refers to the “swampy lowland 
where situations are confusing ‘messes’ incapable of technical solution.” Further, he claims 
that it is within this swampy environment that the problems of greatest human concern are 
often located. Consequently, he argues that this area of professional practice is more 
important compared to the straight forward “high, hard ground” (Schön, 1983, p. 42) where 
a practitioner’s research theory and technique can be used more readily. 
 
Stedmon and Dallos (2009) note how different therapy models can develop different 
meanings for reflective practice, which are consistent with a model’s central tenets. This 
development can evolve over time as the evidence base of a model grows and reveals 
different aspects that are important to therapeutic outcomes. One related model that Stedmon 
and Dallos (2009) refer to is CBT, which incorporated theory around therapeutic alliance 
after non-specific therapeutic variables were revealed within the relevant evidence base. 
 
In general, it is only in more recent years that practitioner disciplines, such as nursing, 
medicine and psychology have started to focus more closely on the processes involved in 






review of the health care literature, highlight a number of benefits to reflective practice for 
healthcare professionals. These include helping to make meaning out of complex situations, 
aiding learning, linking theory to practice and increasing awareness of uncertainty. These 
aspects may be relevant to consult, considering the complexity of BPD presentations and the 
associated risk. Also linking theory to practice appears to be an important characteristic of 
consult if, as proposed by Linehan (1993), consult should help maintain adherence to the 
DBT model as well. 
 
Further, the Mann et al. (2009) review highlights some potential negative outcomes from 
reflective practice that might extend to the team consult experience. These include concerns 
about the time needed for reflection and the potential limiting impact of a structured approach 
(Mann et al., 2009). The more general time commitment concerns were addressed earlier in 
reference to Carmel et al.’s (2014) and Swales’ (2010a) papers. Similarly, concerns over the 
structured approach to reflective practice might overlap with the general criticism around the 
rigid structure of DBT (e.g. Chu et al., In press; Evershed, 2012).  
 
Elsewhere, Bleakley (2000) and Taylor (2006) suggest the potential for surveillance or 
inquisition elements in training programmes where reflective practice is a required 
component. This may not be as relevant to team consultation meetings as consult does not 
exhibit a consistent hierarchy. The various roles including the chairperson change weekly and 
members operate on a basis that they are all DBT clinicians first and foremost as opposed to 
exhibiting a more supervisor/supervisee dynamic. However, it is worth highlighting potential 
discrepancies in this proposal, as a programme leader might often be a member of a consult 







Overall, Mann et al.’s (2009) finding that reflective practice is most often stimulated when 
more complex clinical problems arise is interesting. As illustrated earlier, clients with BPD 
often exhibit complex and varied presentations, which challenge clinicians both 
diagnostically as well as therapeutically. This potentially means that reflective practice could 
play a greater role for clinicians working with these types of clients. Although a useful article, 
it is worth noting the limited amount of psychology papers included in Mann, Gordon and 
MacLeod’s (2009) review, as there appears to be a noticeable weighting of papers related to 
medicine and nursing.  
 
While the literature on reflective practice in DBT is limited, there are some reflective 
elements to DBT clinical work; most notably the use of chain analyses. Rizvi and Ritschel 
(2014) note how chain analyses are considered a critical component of change in DBT, 
through their application on both client and therapist behaviours. Reflection on a problematic 
behaviour through a chain analysis can reveal the sequence of events involved and the 
associated thoughts and emotions (Rizvi & Ritschel, 2014). It is unclear, however, to what 
extent consult plays in the learning and use of chain analyses. 
 
2.4.6 Influence of supervision on DBT consultation 
Swales (2010a) makes an interesting reference to the potential evolution of consult’s focus 
over time. Initially, during the training phase consult focuses on learning, the application of 
DBT principles and the development of case conceptualisation skills. However, as clinicians 
become more skilled in treatment delivery, Swales (2010a) suggests the focus shifts towards 







Milne (2007, p. 439) defines supervision as “relationship-based education and training that 
is work-focused and which manages, supports, develops and evaluates the work of 
colleague/s”. While consult might fulfil many of the criteria within this definition, DBT 
clinicians will often attend supervision separate to team consult. It is therefore important to 
examine DBT supervision to see if it has any potential influence on the consult experience, 
given that consult is an important part of DBT clinician development and work. 
 
In terms of supervision regularity, Swales et al. (2012) notes how weekly supervision was 
quoted in a number of evidence-based psychological studies (e.g. Foa et al., 2005; Franklin, 
Abramowitz, Kozak, Levitt, & Foa, 2000; Mufson et al., 2004; Turkington, Kingdon, & 
Turner, 2002), which examined transitions to routine practice. The researchers add, however, 
that this would not be characteristic of routine practice in NHS settings; suggesting that DBT 
supervision is often not weekly. In contrast, consult generally takes place on a weekly basis, 
as recommended by Linehan (1993). However, it may still be beneficial for clinicians to meet 
occasionally with a more experienced DBT practitioner in formal supervision. This is 
particularly true during the initial stages of a DBT programme where, as Swales (2010a) 
mentioned, the focus in the consult is on learning. The literature on DBT supervision (e.g. 
Swales, 2010a; Waltz, Fruzzetti, & Linehan, 1998) highlights its parallel importance in the 
area of ongoing training and education. From a consult perspective, supervision is likely to 
provide a useful forum to gain input from an experienced supervisor; especially on areas that 
are not resolved in consult. 
 
Similar to the DBT consult literature, there is a noticeable lack of research on DBT 
supervision. More accurately, there is a striking contrast between the extensive use of 






literature on DBT supervision, which maintains a more general descriptive focus. In addition, 
the research papers do not provide clear insight into supervision’s influence on consult. For 
example, Waltz, Fruzzetti and Linehan’s (1998) paper on DBT supervision is one of the few 
papers in this area. The paper itself is a useful introduction on how DBT supervision 
functions, and focuses on the most unique and distinguishing characteristics of supervision in 
DBT. However, there are no research participants involved in the paper and the perspectives 
presented are those of the authors. However, it should be noted that the authors have 
extensive DBT experience. 
 
Waltz et al. (1998) note how a primary goal of supervision is to ensure that DBT is 
implemented competently by clinicians. This characteristic of DBT supervision is shared with 
team consult, where a prescribed focus is on maintaining adherence to the DBT model. There 
may therefore be a reinforcing of adherence across these two settings. For example, similar to 
consult, DBT supervision also applies a dialectical approach, uses behavioural methods and 
endeavours to maintain a balance between acceptance and change (Mayer-Bruns, 2013). 
Further Waltz et al. (1998) note that although the DBT consultation agreements were 
developed for team consultation meetings, they also underpin DBT supervision sessions. 
 
Given that it is unclear from the DBT literature how DBT supervision influences consult it 
might be pertinent to examine some of the CBT supervision literature in case of other 
potential areas to explore. Again a focus on CBT is proposed given DBT’s strong links with 
this allied therapy (Swales & Heard, 2009).  
 
A noticeable absence in the examined literature on case consultation meetings earlier was the 






Although Milne’s (2007) definition of supervision does not mention such emotional 
processing, there is evidence that supervision fulfils this function in some settings. For 
example, Milne and James (2002) examined the efficacy of supervision in the CBT training 
of six mental health professionals. Although quite a small sample, the researchers reported a 
restorative impact in relation to the development of increased levels of CBT skill in 
supervision. Essentially, the research suggests that encouragement of emotional processing in 
supervision contributes to better work outcomes.  
 
On closer examination of Milne and James’ (2002) results it is clear that the frequency of this 
aspect of supervision was quite low. For example, during six baseline supervision sessions, 
the researchers observed supervisees experiencing emotion five times in 358 
supervisor/supervisee interactions. There is a lack of clarity as to whether this behaviour 
increased during the two sequential intervention phases where consultancy without feedback 
and then with feedback was provided. This lack of clarity is due to the reporting of supervisor 
behaviours after the intervention phases as opposed to reporting changes in supervisee 
behaviour. 
 
The emotional processing aspect of the supervision described by Milne and James (2002) 
raises interesting questions around DBT team consult, considering the inclusion of consult 
agenda items in relation to clinician emotion and stress levels. Whether DBT supervision 
might subsequently deal with unresolved emotional issues that arise in consult is unclear 
from the literature, although it may be a suitable forum to address such concerns. 
Unsurprisingly, given the lack of research on team consult it is unclear whether the emotion 
is actively experienced or re-experienced by clinicians in consult or whether it is simply 






when high emotion is reported. For example, in the Milne and James (2002) study the 
supervisor engaged in different behaviours including ‘listening’, ‘feeding back’ and 
‘informing/educating’. As already mentioned, these observations were quite low in number. 
In addition, the dynamic in team consult is likely different to a supervisor/supervisee 
dynamic, as team consult members have a similar status to each other and may all present 
with high emotion at different stages.  
 
Although there is a lack of literature examining clinicians’ experiences of DBT consultation 
meetings, other research indicates clinicians may find it harder to disclose in a group as 
opposed to individual supervision settings (Webb & Wheeler, 1998). In the team consultation 
meetings, clinicians are treated as relatively equal so it is unclear if we can assume DBT 
clinicians would also find group disclosure difficult or not. However, there is the potential 
effect of experience imbalance, where new members join the consult team. Further, as 
mentioned earlier the programme leader may be present in consult. This might conceivably 
change the dynamic of the consult experience for some clinicians. 
 
2.4.7 Feedback in team consult 
While much of the relevant published academic literature is lacking in terms of empirical 
research on consult, an extensive literature search did reveal a relevant PhD thesis. 
Completed by a clinical psychology trainee, Simons’ (2010) thesis used discourse analysis to 
examine client and clinician experiences of DBT in New Zealand. The thesis comprised of 
different elements including a discourse analysis of relevant DBT journal articles and 






about their experiences of DBT, which illustrated an interesting perspective on feedback in 
team consult.  
 
Within the analysis of the therapist interviews was a small section on team consultation, 
which was generally described as positive by the clinicians. Simons (2010) states that all five 
participants found the consult beneficial in assisting their work with clients, as well as in 
terms of their professional development. Some participants also mentioned that the consult 
included candid feedback from the team, which was not always comfortable for clinicians. 
Simons (2010) does not elaborate fully on how widespread this feedback experience was and 
only provides a sample quote from one participant to illustrate this point. 
 
Although not the only focus of the thesis, the sample size of clinicians is relatively small and 
the study provides limited illustrations of the points above. In addition, participants were all 
part of the same DBT programme, meaning clinicians’ experiences of the consult might not 
be representative of other consult teams. From a wider perspective there were also some 
limitations with regard to phone consultation. Simons (2010) states that mental health 
clinicians in New Zealand do not take calls out of hours (clients could still avail of support 
through the mental health emergency team when required). Consequently, participants would 
not likely have brought out-of-hours phone consultation issues to team consult. The choice of 
analysis is also a potential limitation of Simons’ study insofar as discourse analysis focuses 
more on the language used in the interview transcripts rather than individual participants’ 









2.5 Research aim and question 
As illustrated there is a lot of research on the challenges associated with BPD and more 
recently on the treatment of it. There is a strong evidence base for the use of DBT in the 
treatment of BPD. The research suggests that while DBT has proven effective in terms of 
treatment, there are challenges in terms of the longevity of teams and whether teams are 
adherent to the model. A closer look at the components of DBT reveals a noticeable lack of 
empirical research assessing the importance of modes such as telephone consultation, as well 
as team consultation meetings in particular.  
 
The present study proposes to address the dearth of literature on clinicians’ experiences of DBT 
team consultation meetings. As illustrated the existing literature is very descriptive and there 
is a need to deconstruct and explore consult in greater detail. The present study will help 
illuminate further the various aspects of consult outlined above; potentially providing some 
distinguishable research foundation to the more descriptive claims within the existing 
literature. Therefore a broad research question was developed to remain open to all aspects of 








CHAPTER 3: METHODOLOGY 
 
 
3.1 Chapter introduction 
This chapter firstly outlines the rationale for a qualitative approach to this study, followed by 
a description of IPA. Next information on the participants and research procedure is provided, 
followed by an overview of the ethics. Finally, a step-by-step guide to the qualitative analytical 
component of the study is presented, and reliability and validity considerations are also 
discussed. 
 
3.2 Rationale for methodology 
A qualitative methodology was chosen for the present study due to the research question’s 
emphasis on gaining insight to experiences; specifically the experiences of DBT clinicians in 
team consult. In addition, the methodology choice was influenced by the dearth of in-depth 
literature examining clinicians’ experiences of DBT more generally. Previous literature on 
DBT has tended to primarily utilise a quantitative methodology to answer questions around 
its efficacy (e.g. Koons et al., 2001; Linehan et al., 2006). Such studies provide some 
conceptual clarity on DBT efficacy; however, they do not present any narrative richness in 
relation to individual experiences of DBT; clinicians’ experiences of DBT consultation 
meetings in particular.  
 
Quantitative research largely focuses on the falsification of theory (Pietkiewicz & Smith, 
2014); that is the elimination of claims leading to the belief that one is moving closer to the 






that focuses on meaning, such as how an individual makes sense of their world or what 
meaning they prescribe to a particular phenomenon. In this respect qualitative researchers are 
less concerned about the causal relationships that lead to an outcome, but are more focused 
on the quality of experience (Grix, 2010). 
 
While quantitative research is useful for answering some research questions, it tends to 
simplify subjective experience and miss the complexities contained within an individual’s 
experience. In this regard a strength of qualitative research is its ability to gain greater 
understanding into the inner subjective experiences of individuals. From a phenomenological 
perspective, Smith, Flowers and Larkin (2009) argue that first-order personal experience 
informs science, which can subsequently be seen as a second-order knowledge system. Thus 
the detailed examination of lived experience takes on a greater importance. 
 
3.3 Interpretative phenomenological analysis (IPA) 
A number of different qualitative methods were considered for the present research study. 
However, IPA (Smith et al., 2009) was chosen as the analysis method for a number of 
reasons. Firstly, a major factor was the research question’s focus on clinician experiences. 
Methods such as grounded theory and ethnography offer potential ways of examining 
consultation meetings, however, their focus is perhaps better suited to other research 
questions. For example, a grounded theory approach could help gain insight into DBT 
clinicians’ experiences of consult; however, its focus on the development of formal theory 
was not the goal of the current research question. Video ethnography was considered initially 
to gain insight into how clinicians utilised consult; however, this method raised some ethical 






requirement for consult. Thus it was not pursued for this research study. In addition, the 
researcher was more interested in examining individual clinicians’ outward perspectives of 
consult, which suggests a more phenomenological approach. DBT literature surrounding 
variation in DBT team longevity (Swales et al., 2012) suggested potential complexity in how 
individual clinicians experienced DBT and correspondingly consult. In this regard a 
phenomenological approach provided an openness to gaining different individual insights. 
 
As a method, IPA draws upon phenomenology, hermeneutics and idiography to assist 
researchers in understanding how people make sense of their personal and social worlds 
(Smith & Osborn, 2007). The phenomenological component of IPA refers to the subjective 
examination of experience and consciousness; in particular the areas of thought, perception, 
memory, emotion and action (Smith, 2013). An IPA approach facilitates the expression of a 
participant’s interpretation of their experience; thus highlighting a strong hermeneutic 
foundation to the method. In addition, the importance of the researcher’s own interpretation 
of the participant experience is a vital component of IPA’s hermeneutic stance. This is what 
Smith et al. (2009) refer to as a ‘double-hermeneutic’, where both the participant is ‘making 
sense’ of their experience, while the researcher is attempting to ‘make sense’ of what the 
participant is saying. IPA recognises here that the researcher does not have direct-access to 
the participant’s ‘inner world’; that they are attempting to access their perspective.  
 
The idiographic influence within IPA refers to a researcher’s focus on the ‘particular’ (Smith 
et al., 2009). This is in regard to IPA’s goal of gaining a sense of detail or depth in the 
analysis. It also refers to IPA’s concern with understanding particular experiential phenomena 
from the perspective of particular people, rather than making claims at a group or population 






exploration of the experiential phenomena is dependent on an appreciation of the context in 
which they take place.  
 
3.4 Participants  
Participants were recruited from a population of DBT clinicians working in the HSE South 
area of the Republic of Ireland. The research information sheet (see Appendix C) was 
distributed electronically by an area principal psychology manager to a pool of DBT 
clinicians and team leads. In total, 12 clinicians expressed an interest in partaking in the 
research. 11 of these clinicians met the inclusion criteria for the project and were invited to 
participate in an interview. These inclusion criteria are outlined below, as well as the 
demographic makeup of the participants. 
 
3.4.1 Inclusion criteria 
Participants were required to meet two inclusion criteria in order to be selected for the study. 
The primary aim of the inclusion criteria was to ensure each participant would have sufficient 
DBT clinical and consult experience to draw upon during an interview. The first inclusion 
criterion was that participants needed to be attending regular weekly consult meetings. 
Secondly, they were required to have a minimum of one year’s experience in their DBT role. 
The selection of a one year cut-off was informed by research completed by Swales et al. 
(2012); highlighting how DBT programme failures rates were highest shortly after training 
ended after the first year or when a programme reached its fifth year of duration. One 
clinician who expressed an interest in the study failed to reach the required length of time in 







3.4.2 Demographic information 
Table 3.1 provides information on the participants; including their length of DBT experience 
and details on their original professional qualification. The sample comprised of four 
psychologists, one social worker and six nurses. In addition, clinicians came from three 
different consult teams. The respective consult team is indicated in brackets with the 
participant pseudonym.  
 
Table 3.1: 













Length of DBT 
Experience 
1. Peter 
     (1) 
Clinical Psychology 14 years 2 years 
2. Niamh 
     (1) 
Clinical Psychology 2 years 1 year 1 month 
3. Ciaran 
     (2) 
Nursing 13 years 5 years 
4. Deirdre  
     (2) 
 Clinical Psychology 10 years 1 year 2 months 
5. Eleanor 
     (2) 
Nursing 11 years 5 years 
6. Frances 
     (2) 
Clinical Psychology 6 years 5 years 
7. Geraldine 
     (2) 
Nursing 13 years 1 ½ years 
8. Hannah 
     (2) 
Nursing 10 years 2 years 
9. Jennifer 
     (2) 
Nursing 10 years 3 years 
10. Lisa 
     (3) 
Nursing 10 years 3 years 
11. Margaret 
     (3) 










3.4.3 Additional consult team information  
Consult team ‘1’ is the newest of the three teams and was established two years previously. 
The team is based approximately nine kilometres from an Irish city and takes referrals for 
clients who are based near the city and some who are more rurally located. The team is 
comprised of six DBT clinicians; including clinicians from nursing, psychology, social work 
and art therapy backgrounds. Consult team ‘2’ represents the largest weighting of participants 
in the current study and also has the biggest number of clinicians (currently nine on the 
team). The team has been in existence for five years. Four clinicians involved since the 
beginning of the team remain, and a number of newer DBT clinicians have joined in the 
intervening four years. The team currently includes clinicians from psychology, nursing, 
social work and addiction counselling backgrounds and takes referrals for clients based in an 
Irish city. Consult team ‘3’ was established four years previously and is a more rural based 
service, covering a large geographical area. There are currently clinicians from psychology, 
nursing and social work backgrounds, as well as two therapists with occupational therapy 
training on the team. 
3.5 Interview schedule 
The current study employed a qualitative research design; comprising a series of semi-
structured interviews with DBT clinicians. Hence an interview schedule (see Appendix D) 
was constructed by the researcher prior to the commencement of data collection. Questions 
were developed in accordance with the conventions recommended by Smith, Flowers and 
Larkin (2009) and were informed by the broader research question about clinicians’ 






clinician demographics and were followed by more in-depth narrative and evaluative 
questions on particular aspects and experiences of the consult. The aim of the schedule was to 
allow clinicians scope to reflect on past experiences to help identify benefits/difficulties 
experienced in consult; highlight aspects of their own development in consult and to gain 
insight into their future fears or expectations for consult. The schedule was reviewed by the 
academic supervisor and a principal psychology manager who acted as a field supervisor for 
the study.  
 
3.6 Procedure 
Prospective participants were informed of the study by means of an information sheet 
advertising the upcoming research (see Appendix C). This information was distributed via 
email to the team leads of various DBT teams in the HSE South region. The team leads were 
encouraged to advertise the research to their team members and to contact the lead 
researcher. 11 DBT clinicians participated in a research interview.  
 
Interviews were conducted in the work places of the respective clinicians. These included a 
primary health care centre, two community based adult mental health services and two 
different hospital buildings. A pilot interview was completed with another trainee clinical 
psychologist prior to the clinician interviews. Adjustments in terms of the order and pacing of 
the interview were made on the basis of this pilot interview.  
 
The interviews followed a general sequence. Firstly, the researcher sought to develop rapport 
with participants; answering any questions they had about the project. Secondly, the 






encouraged clinicians to read it before signing it. Finally, the researcher sought the relevant 
demographic information before continuing to focus on clinicians’ experiences of consult.  
 
Interviews were recorded using an ‘Audiomemos’ app on an Apple iPad 2. In addition, a 
backup recording was made using the ‘Voice Memo’ app on an Apple iPhone 4S. 
Immediately after each interview the recordings were uploaded to the researcher’s Acer V 
laptop and the original recordings were removed from the other two devices. Utilising 
Olympus DSS Player software, interviews were transcribed verbatim by the researcher. A list 
of the recording times is included on Table 3.2. The average length of the interviews was 53 






Table 3.2:  
Duration of interviews 
Participant Number Participant Pseudonym Interview Duration 
1. Peter 45 minutes 40 seconds 
2. Niamh 60 minutes 22 seconds 
3. Ciaran 47 minutes 54 seconds 
4. Deirdre  55 minutes 30 seconds 
5. Eleanor 45 minutes 10 seconds 
6. Frances 56 minutes 33 seconds 
7. Geraldine 57 minutes 45 seconds 
8. Hannah 52 minutes 43 seconds 
9. Jennifer 57 minutes 51 seconds 
10. Lisa 58 minutes 43 seconds 
11. Margaret 49 minutes 27 seconds 
 
Research memos and reflective notes were kept by the researcher throughout the research 
process (see Appendix F). These were useful in documenting any other relevant information 
to the study as well as the researcher’s thoughts and feelings in relation to what he 
experienced during the interviews. This helped aid the analysis stage of the project. 
 
3.7 Ethical issues 
Ethical approval for the present research study was received from the relevant local ethics 






was guided by the Psychology Society of Ireland (2011) ‘Code of Professional Ethics’. 
Informed consent was sought by providing potential participants with the relevant 
information sheet. Those who agreed initially to partake in an interview were presented with 
a consent form (see Appendix E) reiterating the relevant information and stating that they 
could withdraw from the research at any stage. Transcript pseudonyms were used to help 
safeguard participant confidentiality. Other identifying information such as supervisor, 
colleague and work place names was altered or removed to provide another layer of 
confidentiality. Interview recordings were held by the lead investigator and not given to the 
other investigators at any stage. In addition, the full transcripts of the recordings were not 
shared with the other investigators, although sample quotes were provided in drafts of the 
results section. One exception to the sharing of transcripts was in relation to inter-rater 
reliability. However, approval was first sought from participants before transcripts were 
shared for this purpose. The laptop used to store transcripts and audio recordings was 
password protected and known only by the researcher. For the purposes of confidentiality, 
excerpts of the transcripts as opposed to full transcripts are provided in the appendices. 
 
3.8 Data analysis 
After the interview data was transcribed verbatim, each interview transcript document was 
reformatted in Microsoft Word to aid the IPA analytical process. As recommended by Smith 
et al. (2009), three columns were used during the analysis: the middle column contained the 
original transcript text, the left column contained space for emergent themes and the right 
column contained space for exploratory comments (please see Appendix G for an example). 
These comments included descriptive, linguistic and conceptual notes. The linguistic notes 






The researcher followed the procedures outlined by Smith et al. (2009) when completing the 
analysis. As IPA is an iterative process that is characterised by an inductive cycle, the analysis 
took place over an extended period of time. The researcher would read transcripts, leave them 
aside before returning to them again afterwards. The stages involved in the analysis of the 
interview data are outlined in Figure 3.1 below. 
 
 
Figure 3.1 IPA Approach to interview data (Information adapted from Smith et al. (2009)) 
Stage 1
• Familiarisation with the interview transcript: This stage involved listening to the 
audio recording and the reading and re-reading of the individual interview transcript 
to recall the cognitive and affective perspectives on the interview. This process 
helped the researcher gain an overall appreciation of the individual participant’s 
experience of consult.  
Stage 2
• Initial coding: Free textual analysis of the transcript takes place, where the 
researcher identifies and comments on units of meaning in the text. Common 
clusters of meaning are developed. Exploratory comments take the shape of 1) 
descriptive comments 2) linguistic comments and 3) conceptual comments. 
Deconstruction techniques including reading the text backwards aid the analysis 
process.
Stage 3
• Interpretative coding: This stage the researcher performs a deeper analysis, applying 
psychological concepts and different interpretative lenses to the data.
Stage 4
• Identification of emergent themes: This stage sees the development of categories or 
emergent themes based on the researchers comments and initial notes of the 
interview sections.
Stage 5
• Identification of subordinate themes: Reflecting on the analysis leads to the 
connection of emergent themes to form subordinate themes for each interview. An 
idiographic approach is taken where each interview is analysed and coded in detail 
before the next interview is analysed. The same process outlined above is followed 
with the other interviews. 
Stage 6 
• Identification of superordinate themes: a meta-analysis of the various themes for all 
the interviews takes place; highlighting differences and similarities across 
participants’ experiences. This helps develop links between interviews and develop 
overall superordinate themes that apply across the interview data. Some emergent 
themes are discarded as they are not subsumed under the abstraction process and 






Smith et al. (2009) encourage a creative approach when managing the analysis of the interview 
data. With this in mind, the development of emergent and superordinate themes was aided 
through a number of different tools; including electronic mind-maps using ‘X-Mind 6’ software 
(XMind Ltd., 2014); physical rearrangement of themes; word clouds and theme arrangements 
in NVivo and Microsoft Excel to explore theme frequency in the interview data (see Appendix 
H for examples). 
 
3.9 Reliability and validity considerations 
Reliability concerns the consistency of a study; how a replicated study with the same 
conditions would yield similarly stable findings. Validity relates to whether a study 
investigates what it proposes to investigate. These two concepts are particularly important to 
quantitative research where the relevant data tends to be more categorical in nature. In 
contrast, qualitative data contains a greater level of depth and detail, making it unsuitable for 
standard statistical analyses.  
 
However, qualitative research is concerned about confirmability, which refers to the degree in 
which a qualitative study’s results can be confirmed by others. To aid accuracy and 
consistency in the IPA coding process the researcher liaised with another trainee clinical 
psychologist to perform inter-rater reliability checks on each other’s research transcripts. In 
terms of validity, the researcher was less stringent as IPA encourages a creative approach to 
the data. A degree of openness is required for each individual interview as an idiographic 
approach is applied. Yardley (2000, 2008) outlines four criteria in relation to validity in 






coherence’ and ‘impact and importance’. All of these criteria were applied during the 
research process.  
 
Firstly, in terms of sensitivity to context, an IPA approach was chosen as its 
phenomenological foundation offered a useful means of gaining insight into individual DBT 
clinicians’ experiences of consult. The semi-structured interview style offered flexibility in 
terms of providing space for clinicians to expand upon sensitive issues. Secondly, in relation 
to commitment and rigour, the researcher closely followed the guidance offered by Smith et 
al. (2009) on how to plan, gather and analyse the data using an IPA approach. Thirdly, the 
researcher endeavoured to maintain a high level of transparency and coherence in terms of 
clearly describing the research process involved in the study and providing suitable 
information in the appendices. Finally, in terms of impact and importance, the researcher 
believes this thesis offers an in-depth insight into clinicians’ experiences of DBT consult, 
which will add to the research literature and provide useful information in applied clinical 
settings.  
 
3.10 Reflection on the research process 
I found the topic of DBT consult particularly interesting given my experience as an assistant 
psychologist in an adult mental health service, where I observed a number of DBT skills 
training groups. At the time, what interested me most were the clients themselves and the 
difficulties they experienced; and in turn how DBT helped ameliorate these difficulties. My 
ongoing training in clinical psychology sparked an interest in clinicians’ perspectives on 






particular, I felt it was important that DBT consultation meetings be investigated as they 
appeared to play a significant role in supporting and educating clinicians. 
 
Overall, I felt the research process proceeded well, where the interviews provided the 
required amount of depth on clinician experiences of consult. In addition, I was happy to 
discover new insights into the function of consult and that variation in individual experiences 
was captured and explored. From my own perspective, I felt this meant the interviews 
fulfilled an important objective: an openness to being led by the clinician as to what was 
important for them to discuss in relation to consult. 
 
The process itself also presented some difficulties. I found the IPA approach challenging to 
implement in relation to the depth and detail required during the coding process. However, 
once acclimatised to the process, I found IPA rewarding in terms of its ability to bring one 
closer to the data and participants’ voices. Another challenge concerned the interview process 
itself, where I felt some of the participants spoke more generally about their DBT experiences 
rather than DBT consult specifically at times. This, however, helped provide an overall 







CHAPTER 4: RESULTS 
 
4.1 Chapter introduction 
After several months reading, coding and collating the interview data, a number of themes 
emerged from the 11 interviews. The following chapter presents these superordinate and 
subordinate themes; summarising the related findings as well as providing an interpretation of 
the data in each theme. Please note the use of three full stops in participant quotes indicates 
the removal of some text. This was done to aid the clarity of the point being expressed by the 
respective participant. In addition, certain words in the quotes are underlined to show that a 
participant placed added emphasis on a word. 
 
4.2 Overview of the superordinate themes 
Table 4.1 presents the superordinate themes that emerged from the research data. ‘Knowledge 
Acquisition’ relates to participants’ learning experiences; in particular the development of 
their DBT knowledge base, the generalisation and application of DBT knowledge and finally 
information and experience gained from other team members. ‘Regulation of the Self’ 
concerns clinicians’ experiences of high emotion as well as the development of awareness. 
Particular emphasis is given to how consult feedback impacts upon the self and how one 
acclimatises to this feedback process over time. ‘Team Processes’ concerns the development 
and importance of team bond and connection. In addition, the impact of membership changes 
in consult teams is explored. Finally, ‘Motivation and Consistency’ examines participants’ 
perspectives on the necessity of consult and how the structure and routine of consult impacts 







Table 4.1:  
Summary of ‘superordinate’ and ‘subordinate’ themes 
Superordinate Themes Subordinate Themes 
Knowledge Acquisition “Your DBT hat” (Model Acclimatisation) 
“What would Marsha say?” (Knowledge Application) 
Experience Transfer 
 
Regulation of the Self Managing High Emotion 
Developing Awareness 
“On the receiving end” (Feedback Acclimatisation) 
 
Team Processes “Our little DBT family” (Team Bond) 
Membership Changes 
 




4.3 Superordinate theme: Knowledge Acquisition 
Consult enabled all clinicians to develop their DBT knowledge and enhance learning in a 
number of different ways. The following theme examines the learning experience in relation 
to model adherence and knowledge acquired from members of the consult group. 
 
4.3.1 “Your DBT hat” (Model Acclimatisation) 
A prescribed function of consult discussed by all participants is that of model adherence. 
Consult provides a platform to both monitor and learn about the DBT model as well as assist 






to share resources, fine-tune DBT materials and discuss elements of the model with other 
members: 
 
“…sometimes someone would bring in some new research that was recently 
published on DBT or … some paper, case report or something like that.” 
{Jennifer, p. 50} 
 
“It’s been really helpful in terms of education as well, in terms of training in 
DBT.” {Deirdre, p. 2} 
 
The experience of learning about the model in consult appeared initially to be an unsettling 
one for the majority of clinicians. From the interview data there was often a sense that 
participant anxiety was observed in and shared by fellow members in consult: 
 
“When we first started out it would have been very overwhelming, the whole 
you know the language, would I be able to teach it, would you be able to 
follow it….” {Margaret, p. 10} 
 
 “I remember the first consult we went to I just I like, the language in DBT is 
quite specific and even the language around consult and things like leader and 
observer and all this kind of stuff. It felt really strange.” {Deirdre, p. 10} 
 
“…we started with like literally taking out the book, what are we supposed to 







Learning about the model can be particularly challenging in terms of the language or “DBT 
parlance” used in consult, as well as the different roles and structures assigned. However, 
there was a distinction in the interview data between experiences of founding members 
versus experiences of members who joined an established team. Although both expressed 
anxiety around the acclimatisation to the DBT model, founding members had the added task 
of learning how a consult is run. As suggested by Eleanor’s quote, newly established teams 
may likely face a learning curve in terms of how the consult model should proceed. In 
contrast newer members’ acclimatisation to the model was more in terms of general learning 
(the language, consult roles and so on). 
 
Anxiety around model adherence and DBT knowledge acquisition appeared to dissipate as 
clinicians became more proficient in the model: 
 
“Over time understandably we became more knowledgeable, more confident, 
more adherent to the DBT.” {Ciaran, p. 13}. 
 
“I definitely think I’ve become more confident with it … I’ve gotten used to 
how consult is to run effectively” {Jennifer, p. 18} 
 
Here we can see individuals’ confidence develop as they become more accustomed to DBT 
knowledge and how the consult ought to proceed. 
 
A closer inspection of the data revealed other specific factors that contributed to the growth 
of confidence. For many of the participants, acclimatisation to the model was rooted in 






facilitate learning and confidence stems from the regular revision of the DBT agreements, 
where one agreement would routinely be revisited during each consult session. While gaps in 
theoretical knowledge often exist for clinicians early on, many clinicians found the 
underlying tenets of DBT, in relation to fallibility and the essence of truth, liberating the 
more they learned about the agreements in consult and through their own training. The 
resulting effect was to lessen the pressure to always be right about the model and how the 
work should be completed:  
 
 “It’s all part of the DBT as well, that you’re doing the best that you can. And 
that feels great.” {Margaret, p. 41} 
 
“It’s very liberating as well ‘cause you can kind of feel…like you’re doing 
something 100 percent wrong…” {Hannah, p. 6} 
 
“…you’re actually trying to stay in that DBT frame of mind and that you’re all 
open to the fact that we all make mistakes and… the whole therapists are all 
jerks kind of agreement.” {Deirdre, p. 6} 
 
Deirdre’s reference to the term ‘jerks’ above may require some clarification. Here she is 
referring to the concept that all team members are fallible; that claims from clients suggesting 
clinicians have made mistakes will have some truth in it, despite clinicians’ initial 
protestations that they have not acted in the suggested way. Essentially, it is about an 
openness to accepting mistakes and moving forward to a more effective action or outcome. 
This is an illustration of how the philosophy of acceptance versus change informs 






such philosophy principles is that they appear to provide a type of comfort during the initial 
learning challenge and to build confidence over time. 
 
Further interpretation of references to the liberating effect of the DBT philosophy in consult 
may suggest some underlying anxiety for clinicians in terms of appearing incorrect in front of 
the rest of the consult team. Although clinicians tended to speak about their anxiety more 
generally, some participants referred explicitly to a fear of being judged in consult due to 
potential knowledge gaps: 
 
“…you can tell they’ve actually really been with the therapy a longer time. 
And I do feel a little bit incompetent and de-skilled in it, which is hard for me 
because I’m so used to knowing a little bit more…” {Niamh, p. 11} 
 
As stated already, all participants referred to consult’s role in maintaining adherence to the 
model. Conversely, this might suggest that non-adherence to DBT can be an element of the 
consult experience as well. Although only expressed explicitly by a minority of participants, 
an interesting aspect of learning about the model in consult relates to previous training in 
other therapeutic modalities. A number of the participants made reference to the conscious 
readjustment required in order to move between different models; most typically described 
through the metaphorical use of different ‘hats’: 
 
“[What] we’ve all gotten better with over time is leaving the other hat outside 







“I’ve my DBT hat on so instead of whatever compassionate focused therapy 
hat or whatever” {Niamh, p. 13} 
 
“Again if I put on my DBT hat and say okay ‘deeper’ sounds more 
sophisticated….” {Peter, p. 21} 
 
While the above quotes highlight an awareness of the potential use of different therapeutic 
perspectives, the DBT perspective can be maintained more rigorously over time. There is, 
however, a need for care around the reference to other models in consult, as it can potentially 
impact on the learning experience of members: 
 
“…if you were using another theoretical framework to underpin how we 
communicate in consult, you know you’re not kind of I suppose reinforcing 
then… the DBT kind of learning…” {Ciaran, p. 4}. 
 
As suggested by Ciaran, model learning development in consult is best served by focusing on 
a DBT framework rather than other theoretical frameworks. The suggested goal here is to 
reinforce DBT learning first and foremost. 
 
4.3.2 “What would Marsha say?” (Knowledge Application) 
Once acclimatised to the model, clinicians are perhaps better equipped to apply their acquired 
knowledge to relevant aspects of the consult. For the majority of participants the knowledge 
acquired about the model (including the various DBT skills and principles, as well as the 







From the perspective of client work, consult appears to provide a forum for clinicians to 
apply the model to current client issues: 
 
“We kind of bring it back to ‘well… what would Marsha say?’ Like what 
would be the DBT slant on it?” {Lisa, p. 19} 
 
In this example, Lisa helps capture the application process where one might reflect on the 
teachings of Marsha Linehan and how the relevant client dilemma might be interpreted 
through a DBT lens. 
 
Indeed, in this regard consult provides a useful platform for learning when applying the DBT 
model to client work; in particular when discussing client issues raised by other team 
members. This is perhaps best described by Frances: 
 
“…if it’s not my client I’m more likely to be better able to think about the DBT 
principles and to think in behaviourally specific terms.” {Frances, p. 5} 
 
Here we can see how the application of DBT learning is aided by being somewhat removed 
from the particular client being discussed. Although a team-based intervention, the lack of 
direct interaction with the client may mean other clinicians can be more objective in their 
application of DBT principles, as there may be less associated emotion involved for them. 
 
The results also revealed how the majority of clinicians partook in other experiential learning 






in other DBT modes i.e. individual client sessions, phone coaching and in skills groups. 
While applying learning to other member client dilemmas is less active in some respects, 
skills practice involves a more dynamic experience. 
 
“So if I come in and I’m having a rant about something or having a bad day 
… we’d say ‘what skill can you use there now?” {Lisa, p. 24} 
 
 “Every kind of skill would come up in the consult. Again I think a lot of 
emotional regulation stuff…just kind of looking at the emotion,…observing 
what’s driving the emotion, looking at the function of the emotion”. {Hannah, 
p. 19} 
 
In terms of DBT skills practiced by participants in consult, mindfulness and emotion 
regulation skills were the most frequently mentioned ones. In the above quote, Hannah refers 
to her sense of how all skills may be potentially practiced in consult. Regardless of whether 
every kind of DBT skill is practiced in consult or not, Hannah’s experience can be interpreted 
in a broader sense. Essentially, a significant component of consult is skills practice, which 
may or may not always be explicitly labelled as the use of specific skills at the time.  
 
Some clinicians made reference to the perceived logic in practicing skills in consult in terms 
of the later transfer of knowledge when working with and teaching clients about DBT: 
 
“We’re always doing it [mindfulness skills practice]… on the basis of what we 







Peter illustrates the importance of practicing skills in consult in terms of developing 
technique. The benefit of the group element to consult is that clinicians can provide feedback 
on relevant skills, how they are delivered, and their own experience of them. 
 
Similarly, Hannah provides a relevant skills example in relation to chain analyses: 
 
“It’s [doing chain analysis in consult] really good to do one on yourself… 
because again you can look at things from a client’s point of view and see how 
it works, so it’s good learning.” {Hannah, p. 24} 
 
Here we can see how the practice of a chain analysis provides learning in terms of how to 
complete one, but also how a client might experience a similar analysis in an individual 
session. Essentially, through this learning process Hannah is able to empathise with the 
client’s potential experience of chain analyses. 
 
A related product of skills learning and knowledge acquisition in consult is the application of 
DBT knowledge to expression in consult, which may be interpreted as finding one’s own 
‘DBT voice’. The majority of participants referred to their experience with judgements in 
consult. An important skill of DBT is the ability to refer to issues in descriptive terms and not 
use judgements. Essentially, when describing a client or clinician issue the team member will 
ideally employ behavioural specificity to help other team members assist in developing 
possible solutions.  
 
The majority of the interviews suggested that the prescribed observer role in consult plays an 






the expression of verbal judgements and marks their occurrence by ringing a bell. From a 
behaviourist perspective this is quite effective in highlighting the judgement and shaping 
skills around describing the behaviour of the client instead. In this way a DBT voice may be 
facilitated.  
 
Interestingly, from a cognitive perspective some clinicians referred to the development of an 
internal DBT voice as well. This was perhaps best illustrated by Deirdre: 
 
“So sometimes people just reach out and ding the bell. The observer is like 
‘What happened there?’ I was like ‘Oh it was in my head, I could feel the 
judgemental thought arising and I just got there before I said it’.” {Deirdre, p. 
44} 
 
Here we can see the generalisation of DBT knowledge around judgements, but more 
explicitly we can see the development of what may be termed an internalised DBT voice.  
Similarly, Eleanor makes reference indirectly to an internalised DBT voice by pre-empting 
judgements:  
 
“Sometimes I find personally I continue to speak and ignore it [the internal 
recognition of a judgement]… we do a lot of ‘I know I’m judging’. We’ll kind 
of pre-empt it. But even that is more effective than not having the bell and not 







Here Eleanor struggles with rigidly adhering to the use of non-judgemental language. 
However, she has at least learned to recognise judgements in consult even though she 
proceeds with them on occasion. 
 
Finally, in relation to clinicians’ experiences with other models, consult can also provide an 
opportunity to actively highlight the infringement of other modalities when members are 
discussing client issues: 
 
“…if someone mentioned you know em transference or somebody mentioned 
something in relation to a different modality…people would kind of jokingly 
say that we’re not working from that model.” {Ciaran, p. 15}. 
 
Although only expressed by a minority of participants, what is interesting in terms of the 
application of DBT knowledge to other models, is the claim that different modalities can be 
reinterpreted in DBT terms: 
 
“But then you can just reconceptualise that in a DBT way….So that’s what we 
just used to do. So people in the group got very good at translating [other 
models]” {Ciaran, p. 16-17} 
 
“…maybe … sometimes use the attachment model so… I can explain it by the 
information I already have in my head but convert it in a more behavioural 







Such examples suggest that while other models are not explicitly applied in consult, 
respective team members can still apply their knowledge of other therapeutic models by 
modifying how this knowledge is expressed in DBT consult. 
 
4.3.3 Experience Transfer 
In interpreting the data, it is important to remember the diversity present in the consult team. 
As suggested in the previous subordinate themes, team members may possess or be lacking in 
various different ‘hats’ or professional experience. The majority of clinicians referred to their 
experience of other team members struggling with certain aspects of the model; in particular 
the behavioural component: 
 
“I think it’s [the behavioural component] more difficult for them…” {Frances, 
p. 19} 
 
“I think there’s a perception that and probably I have it a little bit that 
psychologists know more.” {Niamh, p. 7} 
 
“… if you don’t have that kind of background or background in behaviour 
therapy you’ve a lot more learning to do” {Deirdre, p. 7} 
 
These observations in consult were primarily from clinicians with a psychology background 
or nurses with CBT training; who had a foundation in behavioural principles. Often the 
experience of these particular clinicians seemed to suggest that this existing knowledge base 






might be less familiar with such facets of the DBT model. In any case, such clinicians could 
aid knowledge acquisition for others in the group by sharing their previously acquired 
learning. 
 
From a broader perspective, team members often bring with them expertise related to their 
respective professional roles: 
 
“…we draw upon people’s other sort of professions, for example we have 
maybe a child protection concern, you know we can draw upon that or we 
have a physical concern about someone else…” {Margaret, p. 39} 
 
“…it’s so multidisciplinary to see the different you know kind of ways of 
thinking of the different disciplines.” {Geraldine, p. 25} 
 
“…we all know whose strong points are and who we can approach.” {Lisa, p. 
41} 
 
As suggested by the above quotes, the majority of participants often found the mix of 
disciplines involved in the consult extremely helpful in gaining knowledge in other relevant 
areas. Although all DBT trained, the participants came from various disciplines including 
nursing, psychology and social work. In this respect consult represented a useful opportunity 
to draw upon the expertise of the respective disciplines, not just in terms of member 
knowledge about DBT theory. For example, this might include information around client 
medication, child protection information and physical injury. It might also be in relation to 






Some participants referred to learning from psychologists and addiction counsellors in 
consult teams around these respective issues.  
 
Another aspect of experience transfer relates to the acquisition of knowledge from client 
dilemmas and issues brought to consult. Although other clinicians might not currently be 
experiencing the same type of issue, listening to issues creates a type of reservoir of 
knowledge to draw upon at a later stage: 
 
“… I’ll often have a situation going on even in phone coaching or… with 
somebody, anyway I’ll think of maybe an experience I’ve heard from 
somebody else in consult.” {Eleanor p. 4} 
 
 “… sometimes for weeks on end I’ll kind of be putting my hand up for the not 
much to say category. But I guess that’s a time where you can then learn from 
other people’s clients.” {Frances, p. 43} 
 
These quotes suggest that by learning from other clinicians’ client issues, one can observe the 
types of solutions and outcomes relevant to particular dilemmas. As Eleanor [p. 12] suggests 
“it goes in cycles”, where learning acquired from a previous consult becomes relevant to 
your own work at a later stage.  
 
Sometimes the observation of other members in consult can involve an almost social 
comparison element, whereby knowledge gained from others in consult informs potential 
decisions around personal limits for example. This is particularly pertinent to phone coaching 






people’s limits and receive reassurance from the team that each individual’s limits can be 
different: 
 
“What I found useful… with the consult is what personal limits as well. They 
do address those really overall as regards what people’s personal limits are 
as regards phone coaching… And that’s kind [of] respected really whatever 
your personal limits are.” {Geraldine, p. 39} 
 
In Geraldine’s case she reflected on how comparing your personal limits to Marsha Linehan, 
who advocates for 24 hour phone coaching availability, can be daunting to a new DBT 
clinician. In this regard, hearing about and comparing personal limits with your own team 
members can help one negotiate one’s own availability for phone coaching, whether it be 
nine to five or evenings and weekends as well. 
 
4.4 Superordinate theme: Regulation of the Self 
The next superordinate theme considers the emotional impact of the client work experienced 
by participants and the role consult plays in supporting this phenomenon. The theme 
examines how emotion is validated, how awareness can be developed in such circumstances 
and the emotional impact associated with feedback in consult. 
 
4.4.1 Managing High Emotion 
The huge degree of effort and commitment involved in being a DBT clinician was 
consistently apparent from the data (“we’re all working very hard”). This often manifested 







“…like most of the time I am either worried or stuck with a client or have high 
emotion with a client.” {Jennifer, p. 18} 
 
“It’s hard work in the way that … I get a sense of dread what is coming up 
next…It’s like there’s a bombshell coming…” {Niamh, p. 37} 
 
“…when I’m working with really high risk clients I suppose because I’m human 
also there will be times when I suppose I will be in a state of high emotion as 
well.” {Frances, p. 7} 
 
All participants referred to the emotional impact of the work, as illustrated by the examples 
above. An important point in this respect is the variety of emotions experienced by the 
participants. Given the demands in terms of the learning element and the emotional impact of 
working with clients with BPD, emotions such as frustration, doubt and anxiety can arise for 
individuals.  
 
Further, clinicians will vary in what affects them: 
 
“…you’d notice some things would bother some people more than they would 
others.” {Ciaran, p. 5} 
 
Here we can see the likely diversity of emotional experiences within a consult group. The 
suggestion here by Ciaran is that issues that upset other clinicians, such as particular client 







In any case, consult interaction helped the majority of participants regulate their emotions: 
 
“…consult has always been I suppose [a] very supportive place particularly if 
I have clients who are high risk and who I’m quite stressed about.” {Frances, 
p. 5} 
 
 “…what was helpful in consult was that I was allowed to express the 
emotional experience that I was having… and that … again the team validated 
what was valid in that.” {Ciaran, p. 8} 
 
 “I know this is a personal thing but it’s very helpful as well when they say ‘yeah 
that’s exactly what I’d have done as well’.” {Jennifer, p. 37} 
 
“…you can question your abilities and question where you’re going a lot. And 
then when you’re going in to consult, just get that kind of reassurance I suppose 
is good.” {Hannah, p. 33} 
 
A closer inspection of the interview data shows a number of different ways the team regulates 
emotion. As illustrated in the above examples, this can be through the validation of emotion; 
noting the difficulties associated with particular client issues and how this can cause stress, 
anxiety and so on. Another aspect here is the choice of action selected by the clinician. As 
suggested by Hannah and Jennifer, the team will often validate the choice of action, which 






to the work. The use of consult to “vent a bit” was mentioned to a lesser degree but does indicate 
that consult can provide a potential outlet to release emotion on a more basic level as well.  
 
Another important element of the regulation of emotion was participants’ experiences of more 
explicit cognitive elements; whereby aspects such as language and contingencies are 
questioned or suggested:  
 
“Cause we can go down the road ‘Oh I’m absolutely useless’ … and I think the 
group helps to ground you and helps you to think about the language that you 
are using.” {Margaret, p. 34} 
 
In this example, Margaret’s use of judgemental language to describe herself is questioned, 
which can have a grounding effect on the clinician. Upon reflection Margaret possibly realises 
the negative impact of such language on the self when in consult. 
 
While individual practice of the DBT emotion regulation skills may help to some degree, the 
experiences of participants suggest that high emotion was more often regulated through the 
support of the team during consult: 
 
“…the team’s job I suppose [is] to bring you back from that high emotion, to 
try to regulate you. Cause sometimes it can be hard to regulate yourself…” 







As suggested by Jennifer, there can be a limit to how much one can regulate oneself in this 
type of work. It appears that the regulation of her emotion is more easily accomplished at times 
through the support of the team. 
 
In addition to the interaction of the team, participants frequently mentioned particular 
structural elements of consult and how they affected one’s emotional experience. This was 
primarily in relation to the routine questions posed at the start of consult, which focus 
specifically on the clinician rather than the client. Particularly pertinent was the questioning 
of whether any therapists were in high emotion. For some participants this had the effect of 
providing space to share high emotion, as well as validating the fact that the work is very 
demanding:  
 
“… [The questions] give people an opportunity to actually say… ‘I do want to 
leave DBT’ or ‘I do want to stop working with’, and you feel that … it’s okay 
to say it.” {Lisa, p. 15} 
 
 “...it validates that you know that you’re working with a very complex group 
of people with very difficult needs and it’s kind of natural and normal that one 
might want to quit from time to time and that you’ll have high emotion. So it’s 
kind of naming it straight away.” {Ciaran, p. 20} 
 
When clinicians are in high emotion the structure of consult creates a sense of security and 
reliability insofar as they know that at the start of the meeting there will be a particular time 







While the majority of participants found the structural elements of consult validating it is 
worth highlighting that two clinicians questioned the usefulness of such elements: 
 
“I’m just looking now at the phrase now, it’s almost like em it’s almost 
expected that people are going to be experiencing high emotion given the 
clients, so is that kind of a redundant question in some ways.” {Peter, p. 10} 
 
Here we can see that Peter’s interpretation of the consult questions is different from some of 
the other participants. The use of the term ‘redundant’ to describe the question suggests that 
the questioning of therapist emotion is almost invalidating. What is perhaps important in this 
respect is that the flagging of high emotion is subsequently met with some form of supportive 
acknowledgement from other members in the team.  
 
Niamh’s “love/hate relationship” with consult highlights this delicate balance between 
validating the clinician’s emotion versus focusing on the client: 
 
“…it’s nearly like you’re ticking a box with the client and sometimes the 
therapist can be missed out a little bit you know.” {Niamh, p. 20} 
 
The structural elements of consult might be perceived as almost too procedural and that the 
balance between addressing client issues and how they impact the clinician can be potentially 
skewed towards the client. Again given the overall experiences of participants, this appears to 
be largely due to how teams interact and communicate within the consult structure rather than 







4.4.2 Developing Awareness 
An important aspect of consult was participants’ experiences of support in terms of 
developing awareness around their viewpoints and how they choose what actions to take. The 
current theme overlaps somewhat with the knowledge acquisition theme insofar as it 
concerns the development of new insights into one’s behaviour and thinking. What 
differentiates this theme is the interpretative quality to these insights as well as how the team 
input helps provide new viewpoints. In addition, the insights gained are not characterised as 
technical knowledge such as how skills are taught (DBT technical knowledge) or what 
certain medications are for (MDT technical knowledge). 
 
Consult plays an important function in aiding clinicians to reflect on issues with clients, 
through feedback from the team. This was supported by the majority of the research 
interviews: 
 
“…it’s very important still to bring clients up and discuss them because there 
might be something you’re not spotting you know.” {Niamh, p. 18-19} 
 
“I think the thing is there are so many contingencies operating in tandem the 
whole time that when we’re in the situation with a client we may miss some of 
them without consult.” {Frances, p. 9} 
 
The concept of developing new perspectives is highlighted in the above quotes. A clinician 
may possess the academic and technical knowledge but they may still possess ‘blind spots’ 






clinician, but rather due to a simple oversight or the large number of variables involved when 
working with complex clients.  
 
Developing new insights is, however, not simply a case of receiving suggestions from the 
team. The data highlighted that when new perspectives have been brought into the 
participant’s awareness, they must then decide on what action to take:  
 
“Ultimately I would make the choice of whether I’ll stick with it [the advice] 
or not…” {Margaret, p. 7} 
 
 “Ultimately if … I’m working with a client I’m responsible for my work so I 
have to make the clinical decision…” {Peter, p. 22} 
 
 “And you can take all elements and put it together rather than you know it’s 
not that one person is saying ‘the way that I do it is right’.” {Hannah, p. 5} 
 
Under the DBT approach a clinician would search for truth and validity in all suggestions 
offered by the team. As suggested by Hannah, the combination of these various ‘truth’ 
elements leads to the development of a plan of action. While the decision lies with the 
clinician as to what to do, the consult interaction makes them aware of other perspectives 
which they might not have considered and can subsequently choose to incorporate or not. 
This is a potentially difficult experience given that under the DBT philosophy all suggestions 







Lisa provides another useful example of how the team dialectical approach can develop 
awareness: 
 
“I’m like a dog with a bone with the ‘four-miss rule’. But you know things like 
that,… we trash things out… kind of in a very dialectical fashion. And it seems 
to work …” {Lisa, p. 18} 
 
The ‘four-miss rule’ refers to when a client is no longer allowed to attend DBT if they miss 
four skills training sessions in a row. As illustrated in this example, despite her initial belief 
around this rule, Lisa is able to develop and accept a new perspective. This development of 
awareness over time in consult can be experienced in terms of recognising that your 
judgements or beliefs can shift through the application of the DBT philosophy or how 
opposing views can be synthesised by recognising validity in the different perspectives. For 
Lisa, there is an apparent sense of surprise at the consistent ability of the team to reach a 
consensus or synthesis of opinions through the dialectical approach. She describes her own 
initial view on the four-miss rule as quite a stable and rigid belief; that those who break the 
rule should not be allowed to attend DBT. However, through ‘trashing things out’ in a 
dialectical fashion she became more accepting of other approaches when a client breaks this 
rule and how other factors might need to be considered. At the technical knowledge level 
there is the rule about missing four group skills sessions, however, other factors and 
perspectives lead to the acceptance of a different choice of action. 
 
This process of developing awareness in conjunction with the experience of emotion is 







“So I would have went in ‘emotional mind’, I would have been able to go 
through ‘reasonable mind’ and I was able to get to ‘wise mind’ in the end with 
the consult team. And then I was able to take that away and remind myself of 
that when it [the client issue] re-emerged.” {Ciaran, p. 8-9} 
 
Once Ciaran’s high emotion was regulated he was able to develop an appreciation for the fact 
that his client was trying their best despite his initial judgement that they were not. 
Subsequently, this awareness could be utilised when working with the client again at a later 
stage. 
 
4.4.3 “On the receiving end” (Feedback Acclimatisation)  
The next theme examines more closely participants’ experiences of how the team 
communicates in consult when addressing prospective client actions or reflecting on what a 
clinician has already done. While all participants found the team input helpful at times, the 
majority of clinicians required a period of time to acclimatise to the feedback process in 
consult. Again elements of the DBT philosophy or model underpin the manner in which 
feedback is delivered. Firstly, team members are encouraged to use descriptive language 
rather than judgemental language when providing feedback. In addition, underpinning the 
feedback in consult is the DBT principle that both clients and consequently clinicians are not 
to be treated as fragile. Finally, the DBT agreement around diversity of member views is 
important in this context as well: 
 
“…the fact that you agree at the beginning that you’re not going to be 






say well look it’s my turn to be devil’s advocate here and say this is maybe 
something, another way of looking at it.” {Deirdre, p. 4-5} 
 
This DBT philosophy is helpful in terms of encouraging new perspectives as well as 
developing the ability to find one’s voice in consult. While such aspects of feedback can be 
helpful in developing new awareness in fellow team members, the direct nature of feedback 
under the DBT model took some clinicians aback at first: 
 
“And I think initially if I can remember… possibly thinking ‘whoa’ you know 
and finding it a little bit difficult to get feedback, that direct feedback from 
other people.” {Frances, p. 10} 
 
“I did at one time…feel that you’d nearly be being attacked… I was there 
going ‘Jesus you’re doing the best you can’” {Jennifer, p. 16} 
 
“….you come out thinking you’ve done it all wrong but you know there’s … no 
right or wrong….” {Margaret, p. 31} 
 
“…you might get a little bit defensive and like you know ‘Come here I’m doing 
the best I can here’.” {Lisa, p. 17} 
 
Some participants’ experience of certain feedback appeared particularly negative, affecting 







“… I was allergic to going to consult for maybe two weeks after that ...” 
{Jennifer, p. 20} 
 
“… I wouldn’t say at times it’s the … safest environment.” {Niamh, p. 20} 
 
“…you can feel like you’re getting bombarded sometimes. And also I think it 
feels like [to] me it can feel …you’re … being undermined” {Peter, p. 14} 
 
Peter’s quote highlights another potential angle to this experience; namely that this feeling of 
being overwhelmed by advice and suggestions might not necessarily be due to any explicit 
judgement in the feedback content. Instead, this feeling of incompetence can be due to the 
actual volume of feedback from different members in the team consult. There is a sense that 
one is receiving all these potentially useful suggestions, however, one is left feeling less 
competent in comparison: 
 
“Oh all these people have these ideas and I can’t do it.” {Peter, p. 16} 
 
In relation to the negative impact of judgements it appears that this occurs within the 
clinician’s own mind rather than explicitly in the feedback given. Indeed, where feedback 
contains explicit judgements, these ought to be flagged by the observer in consult as 
judgements would not be adherent with the model. 
 
A certain amount of resilience can develop over time in terms of acclimatising to feedback in 







“But I think once I got used to it [the feedback] certainly it became a lot 
easier and I grew to value it.” {Frances, p. 10} 
 
 “…you do need to be challenged and… suggestions need to be given to you 
and you know that’s the function of bringing it.” {Jennifer, p. 18} 
 
“… you expect…your colleagues to… in a way listen, give you some 
feedback, … not to just sit there and sort of listen without giving you any 
constructive criticism…” {Margaret, p. 25} 
 
Essentially, what appears to develop is the ability to focus more on the function of the 
feedback rather than the perceived manner of it. An important aspect of this for participants 
was the reminder of some of the underlying DBT principles; in particular the philosophical 
principle that there is no absolute right or wrong. 
 
A closer look at some of the data reveals a further contextual aspect to the acclimatisation to 
feedback in consult, for instance, if emotion is quite high at the time in consult then direct 
feedback without the accompaniment of validation is perhaps unlikely to be as effective. 
Indeed, for the most part there appeared to be a certain amount of etiquette around feedback 
in such cases, as suggested by Jennifer: 
 
“…like sometimes do you know pause and they’re like ‘That sounds really 
difficult’ or ‘Yeah, that sounds like really challenging behaviour’ and ‘it does 
sound like what you’re doing is really effective but maybe [you] could try 







Here we can see how the clinician’s challenge is validated first and foremost. A degree of 
empathy towards the clinician’s experience of the issue sets the ground for subsequent advice 
or feedback to be communicated and heard more effectively. This sentiment is echoed by 
Niamh: 
 
“I think there’s a way of saying things. It’s like you know when the medical 
doctor is breaking bad news. There’s a way, there’s a tone.” {Niamh, p. 24} 
 
Here we can see the suggestion that feedback etiquette in some consults might need to be 
addressed more generally. The majority of participants acknowledged the value of feedback 
and that ultimately if they apply the DBT philosophy of there being no absolute truth, it can 
help guard against them feeling judged during feedback. However, it should not be assumed 
that all clinicians will eventually interpret feedback in this way; that perhaps a more gentle 
approach is needed in some consult teams. 
 
4.5 Superordinate theme: Team Processes 
This theme examines participants’ experiences of some of the underlying processes that occur 
in the consult team. These concern the development of a team bond over time as well as the 
impact membership changes have on one’s experience of the consult. 
 
4.5.1 “Our little DBT family” (Team Bond) 
All participants referred to the team dynamic in the consult. As suggested by the previous 






bonding. In any case, the majority of interviewees were positive about the team experience; 
often describing a sense of comfort and support: 
 
“…if it had an aura … our consult there’s always been, it’s high energy… good 
energy…It’s comfortable, it’s relaxed.” {Frances, p. 36-37} 
 
“It’s just that kind of a team…I think everybody’s out for everybody else’s best 
interest do you know.” {Lisa, p. 21} 
 
“…it’s [a] very comfortable environment.” {Eleanor, p. 24} 
 
Even those who experienced negative emotion in relation to feedback from the team 
commented on the sense of cohesion in their consult: 
 
“…it’s quite cohesive and we’ve gelled an awful lot.” {Niamh, p. 18} 
 
Often it appeared that a team bond in consult was important in developing a sense of safety. 
This is pertinent given the high emotion and challenge frequently experienced by clinicians 
and in terms of aiding ability to disclose in consult: 
 
 “…you feel a little bit on the spot you know when you’re highlighting …areas 
of yourself that maybe you’re not all that happy with...” {Hannah, p. 25} 
 
In the example above, we can see Hannah’s discomfort in relation to doing a chain analysis 






feels exposed in front of the team as the chain analysis is completed. It is likely, however, 
that her ability to feel vulnerable in such scenarios is aided by her general sense of comfort 
and connection with her consult peers. 
 
From an effectiveness perspective, this sense of trust is important in order to facilitate more 
useful feedback: 
 
“… I think once you have a good relationship with your consult team, they’re 
good at not validating the invalid.” {Frances, p. 28} 
 
As suggested by Frances, quality of team bond or connection is important is aiding the smooth 
running of consult. One is likely to get more from the feedback process and support if they feel 
the relationship is strong within the team. Essentially, it allows the team to be more honest with 
each other with the aim of increasing one’s level of effectiveness in the work. 
 
The majority of participants referred to an element of fun or joviality in consult. This was 
perhaps surprisingly frequent given the seriousness often associated with working with 
people with BPD: 
 
“…like I do visualise it in a pleasant way as in people sitting around having 
coffee laughing.” {Jennifer, p. 46} 
 
“…there can be a bit of banter as well about different things which is good.” 







“…it’s not a place where you go in and you’re kind of dragged down…there’s 
kind of a lightness to it.” {Deirdre, p. 43} 
 
As suggested by Deirdre, this experience can perhaps be a surprise for clinicians who are aware 
of the draining aspect of the work and the experience of high emotion; as described earlier. 
 
While on one level the fun and joviality described in consult is evidence of team bonding, it 
may also have a more important function; namely to help participants and their team manage 
the stresses of the work: 
 
“…humour is a really good I suppose way of diffusing the … intensity of those 
experiences.” {Ciaran, p. 17} 
 
This contrast between fun and the seriousness of the work is echoed by Frances: 
 
“...I think it’s when we get that balance that we’re really effective. Because I 
think if you know when I list things like maybe oh yeah we have great fun, we 
have a good laugh, it might seem like ‘oh do they do any work’?” {Frances, p. 
39} 
 
As we can see, Frances recognises the merit in having some fun in the team as it aids the 
team effectiveness in the long run.  
 
Frances’ comment about being judged by a supposed outsider on the team’s level of effort 






fully appreciate the importance of fun in consult and to appreciate consult more generally. 
This shared understanding around how only fellow members fully understand the nature and 
demands of the work can reinforce the team bond. This perspective is shared by some of the 
other participants as well: 
 
 “…you feel kinda like you’re in it with your other DBT crowd; that everyone 
else doesn’t really know about.” {Jennifer, p. 29} 
 
“None of the community mental health team … understand what you’re doing 
and that’s why the consult is really important. Because we all understand the 
role, the function.” {Niamh, p. 33} 
 
“…when we’re in that group we’re all DBT.” {Margaret, p. 6} 
 
The shared understanding of organisational challenges that contribute to this feeling of 
connectedness was illustrated not only by participants’ references to outsiders not 
appreciating the role of DBT, but also by other professionals’ inappropriate actions: 
 
“There’s frustration with the organisation. Do you know like if you’ve a plan 
in place with a client and they rock down to [the psychiatric unit] at 3 o’clock 
Saturday to get admitted and they’re admitted” {Jennifer, p. 41-42}. 
 
Here we can see Jennifer’s frustration at the lack of support from an organisational 






recommendation of a different action in their support plan. These kind of organisational 
challenges can be discussed in consult, contributing to this sense of shared understanding. 
 
In terms of the depth of team bond, perhaps the most potent illustration is the presence or 
absence of “consult outside of consult”: 
 
“I’d ring people if like even at night-time …. like you wouldn’t really dream of 
doing that with other colleagues, unless I was friends with them do you 
know… and I think that’s all learned from consult…” {Jennifer, p. 40} 
 
As suggested by Jennifer, experiences within DBT consult are important in the development 
of outside consultation with team members.  
 
An examination of the data of those who did not explicitly receive this type of peer consult 
suggests a potentially different quality to their experience of team bond: 
 
“…there’s colleagues up the country who are actually good friends and… 
sometimes I’d give them the odd text or phone call going this is going through 
my head.” {Niamh, p. 33} 
 
In this example, Niamh does not contact her DBT team colleagues for support when she has a 
DBT issue on her mind. This potentially suggests that the team bond in her own team has not 
sufficiently developed for her to seek support from her DBT colleagues. There may be certain 
boundaries in place, where team members do not feel comfortable seeking peer support 







4.5.2 Membership Changes 
All participants referred to changes in membership of the consult team. This was firstly in 
relation to team members leaving due to promotions, changes of location and career breaks. 
However, participants’ references to changes in team membership were mainly in relation to 
new members joining. A number of the more senior clinicians observed the impact of new 
members on the group, while some of the other participants were able to give their 
perspective on joining an established team. This important subordinate theme examines those 
experiences in more detail. 
 
The reaction to new consult team members was mixed. Some participants recognised the 
benefit and necessity of new clinicians joining the group: 
 
“So they might knock us into shape … if new people come on to the team they 
bring fresh ideas, fresh knowledge, a different way of working.” {Lisa, p. 34-
35} 
 
“…it’s essential that new people do join teams over time otherwise the team 
will become defunct.” {Frances, p. 18} 
 
“My experience to date [of new members] has just been positive, but again 








As illustrated, new members may have more up-to-date knowledge in relation to their DBT 
training, which can enrich the learning and model adherence of more senior members. New 
recruits are essential as well in terms of tackling the demands of growing waiting lists as well 
as easing the pressure experienced by team members when other members leave. 
 
Margaret’s experience indicates that she enjoyed the arrival of new members so far. 
However, her suggestion that this positive experience might change in the future indicates 
potential underlying anxiety when new members first arrive. 
 
This potential discomfort is supported by others’ experiences: 
 
“So when the new people come as well you would wonder would it shift the 
dynamic some bit…” {Jennifer, p. 27} 
 
 “…I noticed again when new members would join the team that people would 
become a little bit less comfortable again understandably. And express a little 
less until again built up that comfort people.” {Ciaran, p. 18} 
 
“The first time new people joined … I found that quite difficult actually because 
at the point of time I felt that we were a cohesive team.” {Frances, p. 37} 
 
The difficulty with new members was the apparent impact their arrival had on one’s ability to 
be open in consult, as well as their potential effect on the existing cohesiveness of the team. 






clinicians to avail of on a weekly basis. These clinicians appeared to be comfortable with 
their existing team members and the different ways each other worked.  
 
To fully appreciate the impact of new members on these pre-existing team bonds we need to 
examine how potential subgroups form as different people train together, depending at what 
stage they sign up to DBT.  Ciaran provides a good example of the depth of trust that 
developed with the people he trained with: 
 
“[During training] we got to know everybody on a personal level. I definitely 
think that’s … invaluable. Cause you get to kind of know the human being as 
opposed to the professional identity.” {Ciaran, p. 29} 
 
The suggestion here is that as new members join, their professional identity is perceived first 
and that it takes time to build up the comfort and trust, which comes from getting to know 
someone on a more personal level. 
 
Similarly, participants who joined established teams often did so along with other new 
members; whom they had completed the training process with. Thus they too have their own 
potential subgroups and own level of comfort with each other prior to joining a bigger consult 
team: 
 
“I think the way the four of us had started together we kind of supported one 









New members would be at similar learning stages as well in their training, so could 
potentially identify with each other’s anxiety around how established members had more 
experience than them:  
 
“…it was anxiety provoking at the start… thinking these people are more 
advanced than me … initially being a bit I suppose apprehensive about 
talking.” {Hannah, p. 16} 
 
4.6 Superordinate theme: Motivation and Consistency 
The following theme examines the consistent and reliable nature of consult and how it acts as 
a motivator for clinicians. In addition, some potential threats to clinician’s experience of 
consistency are presented; namely the infringement on the availability of time. 
 
4.6.1 “Clear the desk” (Time for Consult) 
The majority of participants referred to consult in relation to time. The current subordinate 
theme examines consult from a temporal lens: consult’s consistent timetabling in a clinician’s 
week as well as issues around time constraints.  
 
The consistent weekly routine of consult added to many clinicians’ experience of being part 
of the DBT programme. Consult acted almost as an anchor or milestone during the work 








“Whatever happens in the high stress world of DBT during the week, you can 
come back and check in.” {Frances, p. 37} 
 
“We’re all coming from very busy teams and I think it’s great to come in here 
on a Wednesday morning and say okay today…we’re focusing on DBT.” 
{Lisa, p. 7} 
 
“…it’s consistent, it’s every week, I know exactly the times, I know it’s 
there…” {Margaret, p. 43} 
 
Most clinicians spoke of their motivation to give consult priority over other meetings and 
commitments: 
 
“…there’s been a lot of times where you prioritise [consult] …” {Eleanor, p. 
33} 
 
“I know it’s not to be interrupted by somebody saying they have to go to court 
or they’ve got other things going because it’s very precious.”{Margaret, p. 
43} 
 
As suggested in Margaret’s case, there appears to be a mutual understanding within her team 
of how important consult is and that one should make every effort not to miss it.  
 
Indeed, this aspect is emphasised by Lisa who spoke of the importance of modelling the 







“…you’re giving them a message that actually you need to be at consult and 
consult is a very valuable part of our team.” {Lisa, p. 25-26} 
 
The underlying assumption here might be that to fully appreciate consult you need to be 
consistently present at it. 
 
Ciaran describes the consult team as like “two big hands holding the team and supporting the 
team”. Although the team is made up of individual members, the interview data suggests that 
these ‘hands’ appear to represent a more general cognitive structure or idea that helps 
motivate and regulate some of the clinicians during time away from consult:  
 
“In terms of knowing you’re not kind of stuck with this on your own, that 
within the week you’re going to be back talking with your peers about it.” 
{Deirdre, p. 17} 
 
For example, Deirdre above is referring to an experience she had where the routine and 
structure of consult provided support at times when she was away from the team. While 
experiencing difficulty with a client, she initially felt apprehensive about what to do and 
considered whether she would need input from the team first. However, the idea of consult 
provided reassurance; enabling her to proceed with tackling the client dilemma before 
coming to consult. Essentially, a consistent time for consult can have a soothing effect 
outside of consult as clinicians know they can bring their issue to the team at a later point in 








Frances also referred to similar experiences, where she was able to use the idea of a 
scheduled consult as a holding measure: 
 
“I’m holding a lot between half 12 and 2 O’clock. And in another life, maybe 
3 years ago, we used to have consult on a Wednesday afternoon. And it 
seemed like a long time to hold things from Tuesday to Wednesday evening.” 
{Frances, p. 42} 
 
In Frances’ experience, however, she noticed how the supportive quality of a scheduled 
consult changed depending on how soon after skills group the consult took place. This 
suggests perhaps how emotional pressure can increase over time for clinicians as they await 
consult. In any case it reinforces the necessity of a weekly consult rather than less regular 
consult sessions. It also reinforces the availability of peer support outside of consult where 
possible. 
 
From a systems perspective, consult is a useful timetabled structure in the week to help buffer 
demands from other outside professionals: 
 
“it’s great to be able to say …I won’t be in consult until Tuesday so…there’s 
not pressure on you to give your own sort of personal opinion or any answers 
to anything.” {Eleanor, p. 30} 
 
One can use the timetabled consult as a means to manage requests about certain clients; how 






routine scheduling of consult reduces requests and interruptions from her non-DBT 
colleagues:  
 
“…our different teams that we’re coming from all know that well she’s in DBT 
on Wednesday.” {Lisa, p. 6} 
 
In terms of negative time aspects, a minority of clinicians found that the time commitment 
involved in consult, and DBT more generally, to be quite substantial: 
 
“…I’ve kind of reconsidered again this year about do I actually want to 
continue with this due to the time constraints” {Niamh, p. 7} 
 
Niamh’s primary issue with her role as a DBT clinician was the time commitment each week. 
While it is nice to have the space and time for DBT, all participants had to juggle other work 
commitments as well. In Niamh’s case she was aware of a growing psychology waiting list 
that she needed to tackle. From a systems perspective, other work commitments can impact 
on one’s view of consult if one cannot focus solely on the DBT task at hand due to other 
outside work and time pressures. 
 
More generally, a number of clinicians also found that time constraints during consult were a 
growing issue. Firstly, business meetings were quoted by four participants as a significant 
factor in relation to consult time infringement: 
 
“… [The business meeting] was leaving very little time for … the actual the 







“…it’s eating into consult time.” {Jennifer, p. 23} 
 
Secondly, the number of consult members present has some practical implications in terms of 
clinicians’ use of consult time to discuss issues: 
 
“…it’ll be [a] big enough consult then…my sense is to make sure I get my 
needs met from consult too and get my time to talk…” {Jennifer, p. 24}  
 
New members joining the team places more pressure on clinicians’ use and availability of 
time in consult. In Jennifer’s case, she attends consult with a specific focus on getting support 
around her client work. The idea of prospective new members joining the consult in the 
coming months creates anxiety around whether she will have sufficient time to discuss her 
own client issues. 
 
4.6.2 Continued Motivation 
From the previous themes we can see how consult facilitates learning and support; aspects 
that are in themselves motivational factors. This final subordinate theme concerns the 
overwhelming consensus of consult as a necessity in terms of motivating clinicians to 
continue with the work long-term. When asked how clinicians would fare in the absence of 
consult, each participant stated they would not feel safe in continuing; with the majority 








“I don’t think I could stay in DBT if consult wasn’t available… I don’t think 
I’d be able to survive doing it…” {Lisa, p. 32} 
 
“I think there would be a very high level of burnout without the consult.” 
{Geraldine, p. 44} 
 
“I don’t think you could practice DBT yourself without it…I don’t think it 
would be good for your own mental health.” {Hannah, p. 32} 
 
As illustrated the majority of participants would be concerned about potential burnout if 
consult was not a part of DBT. This likely relates to consult’s ability to rejuvenate and 
motivate clinicians at particular times: 
 
“It is energising as well if you do go in there tired.” {Frances, p. 37} 
 
Of course the absence of consult would mean that DBT was not being practiced, which 
makes it a somewhat moot point. However, participants’ thoughts about the absence of 
consult revealed some subtleties to underlying motivational factors. For example, Peter 
believed he would have concerns around other members’ safety if consult was not available: 
 
“If there wasn’t consult you wouldn’t know what people are doing you know. 
You wouldn’t have a clue… I think it would be dangerous…” {Peter, p. 18} 
 
Here we can see that Peter’s concerns are less about his own safety and more about other 






parental sense to Peter’s desire to be able to monitor other team member’s progress and 
potentially how adherent they are being to the DBT model. 
 
Deirdre referred to experiencing consult as a reward; motivating her continued involvement 
in the programme: 
 
“… I think the consult is a big piece of what sort of is the pay-off of that [the 
hard work]… if I didn’t have consult I’d feel like I’m putting a lot of my time 
and energy into this and I could actually go away and do my day-job do you 
know.” {Deirdre, p. 36} 
 
As such the removal of such a reward could lessen the appeal of continued involvement in 
DBT. In Deirdre’s case the absence of the reward might motivate her to invest her energies in 
her other work. 
 
Finally, for some participants it was the retrospective appreciation of the support they 
received in the past that motivated them to continue attending consult, including occasions 
where they did not need support themselves. Eleanor highlights this point when considering 
her decision not to attend other concurrent meetings outside of DBT consult: 
 
“I used to find that very helpful when it was me knowing that other people had 
been there…. and if they hadn’t shown up to consult them days then I wouldn’t 







Here we can see how Eleanor’s previous consult experiences reinforces her motivation to 
attend consult in order to impart her own experience in a similar way. This was an especially 
important motivational factor during times where she did not have any urgent issues to 
discuss herself and was tempted not to attend. 
 
Many participants referred to how supervision helps to answer questions that are not resolved 
in consult. In addition, a minority of participants referred directly to how supervision also 
plays a role in supporting the continued motivation of clinicians. This was particularly 
relevant in relation to maintaining consistent adherence to the consult model: 
 
“[Supervision] been really helpful as well with regard to bringing us again 
back to ensuring that we’re using the protocols” {Margaret, p. 32} 
 
“[Our supervisor] said to us lads… ye need to get back in gear like, ye need to 
start doing em doing your consult you know have… your observer your 
chairperson you know the mindfulness. Once we went back in and started 
doing that it was actually very powerful.” {Lisa, p. 12} 
 
Here we can see how supervision can motivate clinicians to address instances where their 
own consult is not functioning as well as it could be. In Lisa’s case we can see how returning 
to the consult protocols led to a rejuvenated appreciation of the consult as it returned to its 
optimum performance level. This might suggest that consistent adherence to the consult 







CHAPTER 5: DISCUSSION 
 
5.1 Chapter introduction 
This chapter provides a detailed discussion of the study’s findings. Firstly, the study’s 
research question is reiterated and a summary of the findings are presented. The relevant 
literature presented in the second chapter is interpreted in conjunction with the research 
findings. In addition, the limitations of the study are considered as well as potential clinical 
applications and future research directions. Finally, the chapter concludes with a summary of 
the study and some reflections on the overall research project. 
 
5.2 Review of the research question 
The limited literature on DBT team consult suggested some potential facets to clinicians’ 
experiences; in particular the consult’s proposed learning environment and its ability to 
motivate model adherence and the continued effectiveness of clinician work (e.g. Linehan, 
1993; Lynch et al., 2006; Swenson et al., 2014). The present study sought to deconstruct 
these claims and provide a clearer understanding of individual clinicians’ experiences of 
consult. Consequently, one overarching research question was developed: ‘What are DBT 
clinicians’ experiences of team consultations meetings?’ 
 
5.3 Summary of findings 
As illustrated in the previous chapter, the present study revealed four main themes in relation 
to clinicians’ experiences of DBT team consult: ‘knowledge acquisition’, ‘regulation of self’, 






element to consult as they became more accustomed to the DBT model and were able to 
apply theoretical knowledge directly in meetings. Further, consult members learned a lot 
from each other and grew to appreciate the depth of multidisciplinary expertise within the 
team. Secondly, emotion was highlighted as a strong feature of DBT work. Consult provided 
a space to regulate high emotion but also inadvertently led to uncomfortable emotional 
experiences for some clinicians; particularly in relation to the acclimatisation to consult 
feedback. In addition, the interplay of emotion and awareness was an interesting feature of 
clinician experiences, where consult aided the development of greater awareness, especially 
at times where emotion infringed upon one’s ability to appreciate certain perspectives such as 
how clients are trying their best. Thirdly, the interviews highlighted clinicians’ experiences of 
team processes; the varying quality of team bond development and also the impact of 
membership changes to the team. Finally, clinician accounts underlined the overall 
importance of consult as a support; how the consistent allotted consult time was essential in 
maintaining motivation.  
 
5.4  Findings in the context of previous literature 
In this section, the main findings of the present study are discussed in the context of previous 
literature. For the sake of clarity subordinate theme headings are used to help navigate the 
existing literature and its application to the current study.  
 
5.4.1 Knowledge Acquisition 
Research from Fanaian et al. (2013) noted clinicians’ desire for greater levels of education 
and training when working with people with personality disorders. The Fanaian et al. (2013) 






research. The present study’s use of IPA provided a richer narrative account of clinicians’ 
experience of working in this area, which in turn supported the impact of more extensive 
education and training for those working with individuals with BPD.  
 
Similarly, in relation to the DBT literature (e.g. Linehan, 1993; Swales, 2010a; Swenson et 
al., 2014), one of the common claims was that consult plays an important role in the overall 
DBT training process. Clinicians’ narratives in the present study supported this as a 
consistent theme was ‘model acclimatisation’. As illustrated in the previous chapter this 
subordinate theme highlighted how clinicians learned about the DBT model in consult 
through the sharing of resources, discussing DBT learning points in consult and fine-tuning 
DBT materials together. 
  
Swales et al. (2012) noted that a significant implementation challenge existed in relation to 
the need for further training and supervision. Indeed, the present research provided a more 
explicit deconstruction of the types of learning challenges involved in consult; including the 
acclimatisation to DBT terminology and principles, as well as the generalisation of DBT 
skills during consult. The ‘knowledge application’ subordinate theme was relevant in this 
regard; revealing how consult was an important environment in which to practice and 
generalise DBT skills as well as the more theoretical DBT knowledge and principles. 
Clinicians often utilised consult effectively to practice skills such as emotion regulation skills 
and mindfulness as well as to get feedback on the use of such skills. In addition, the study 
illustrated how a degree of anxiety often accompanied these various learning challenges in 
consult and DBT, although there was a sense of comradery within the consult team around 







As illustrated under the ‘experience transfer’ subordinate theme, clinicians regularly referred 
to benefitting from the variety of professional knowledge and experience within the consult 
team. This ranged from more medical knowledge to psychological concepts and so on. As 
outlined in the literature review, BPD is often co-morbid with other Axis I disorders such as 
substance abuse, eating disorders, post-traumatic stress disorder, major depressive disorder 
and panic disorder (Grant et al., 2008; Lenzenweger et al., 2007; Zanarini et al., 1998; 
Zanarini et al., 2004). The variety of professional experience in the consult team was helpful 
in relation to the added complexity associated with BPD. For example, clinicians gained 
relevant addiction knowledge from addiction counsellors in the team or gained knowledge 
from psychologists in the team who had expertise on eating disorders.  
 
This raises interesting questions about the need for certain personnel on a consultation team. 
While it is common for a psychologist to be part of a DBT team, the inclusion of an addiction 
counsellor might not be as frequent. In the present study, clinicians who referred to addiction 
and eating disorders specifically found the information obtained from other professionals 
very helpful. Whether it was essential that they received this information to ensure 
effectiveness in their DBT clinical work is unclear as it was not possible to quantify the 
impact this shared knowledge had on their client work. 
 
Further, in relation to availing of expert knowledge within consult, DBT is currently being 
adapted for clinical populations such as those presenting with eating disorders (e.g. Bankoff 
et al., 2012), individuals with depression (Lynch et al., 2003) and so on. The importance of 
certain personnel on consult teams in adapted DBT models might be even more pertinent. 
From another perspective, that certain clinicians have to deal with such complexities in their 







With regard to Kolb’s (1984) learning cycle, this model could be applied to many of the 
clinicians’ accounts. There were plenty of references to how clinicians brought concrete 
experiences or dilemmas to consult, which were subsequently discussed by the team. During 
the course of such experiences clinicians often developed new understandings about the 
work. Suggestions put forward by the team regularly added to the clinician’s knowledge base 
or presented them with a different perspective. It was then up to the clinician to utilise these 
suggestions or not and apply them in their clinical work.  
 
While Kolb’s (1984) cycle is a useful way of conceptualising how aspects of learning are 
assimilated in consult, the philosophical principles of DBT arguably make this process less 
clear-cut. A lot of the clinicians referred to the concept that there is no one ‘truth’ and that 
various perspectives can have their own level of validity. This in turn may diminish the 
abstract conceptualisation stage of Kolb’s cycle, where existing abstract concepts possessed 
by the clinician are not necessarily modified but where flexibility around other perspectives is 
incorporated instead. The focus of DBT work is on effectiveness, which is not necessarily 
about what is the ‘truth’. For example, the truth may in fact be that a client is purposefully 
slighting a clinician, however, the focus may not be on this ‘truth’ but on what effective 
action may help change the behaviour. The suggestions provided in consult on how to 
achieve this result may not necessarily change the clinician’s belief about the client’s 
intention, but it may lead to a more satisfactory outcome. Following on with the next stage of 
Kolb’s cycle, this outcome can be later reflected upon again in consult. 
 
Similar to the literature examining the efficacy of the case consultation modality in a CBT 






beneficial in terms of developing therapist adherence and skill. With regard to overall model 
adherence, participants regularly referred to consult’s importance in this area. However, 
while participants did learn to adhere to DBT theory and protocols it was interesting to 
observe some clinicians’ experiences with other models; how these were not necessarily 
discarded but reinterpreted through a DBT lens. Clinicians were, however, often corrected if 
other models were explicitly used. Essentially, participants appeared to use consult 
interactions effectively to adhere to the DBT model first and foremost, however, at a deeper 
level other models might still inform clinician thought processes and opinions. 
 
5.4.2 Regulation of the Self 
A common narrative amongst participants was the emotional impact of working with 
individuals with BPD. This echoed the findings of previous research (e.g. Bodner et al., 2011; 
McGrath & Dowling, 2012), which highlighted the stress involved with this particular client 
group. Research by Bodner, Cohen-Fridel and Iancu (2011) highlighted potential variation in 
how different disciplines negatively judge clients with BPD. This was not reflected in the 
present study as participants frequently spoke of the emotional difficulty associated with 
working with clients with BPD; regardless of their original professional background. 
However, given the present study’s smaller sample size it is not possible to confirm reasons 
for this variation, although DBT training may likely be a contributing factor. In any case the 
judgements expressed were not directed negatively towards specific clients; more they were 
about the general intensity of the work.  
 
Other research studies, particularly those in relation to the nursing profession (e.g. Deans & 






people diagnosed with BPD can often feel manipulated, demonised and threatened by these 
kind of clients. While participants in the present study often experienced high emotion 
associated with DBT work, the results also highlighted participant ability to regulate 
themselves through the use of consult, which was identified as a supportive space. This was 
particularly evident under the ‘managing high emotion’ subordinate theme, which revealed 
how participants’ emotions were regularly validated by their consult team. Similarly, 
participant emotion was regulated through the validation of choices around what actions 
clinicians took in the work. There was a tendency for some participants to doubt themselves 
and their actions without this reassurance from consult. 
 
Throughout participant narratives the importance of some of the DBT therapist consultation 
agreements formulated by Linehan (1993) were highlighted; in particular in terms of 
facilitating learning and also in the regulation of the self. Swales (2010a) suggests that three 
of the six agreements are particularly important as they help maintain an appropriate learning 
and supportive atmosphere in consult. These were the ‘phenomenological empathy 
agreement’, the ‘fallibility agreement’ and the ‘dialectical philosophy agreement’. The 
findings of the current study suggest that these three agreements appeared to have the greatest 
emphasis across the majority of participant narratives.  
 
The results suggest that the fallibility agreement was important to newer members when 
commencing DBT work and attending consult during the initial stages of their learning. It 
also helped sustain more experienced team members in their ability to be open and honest in 
consult. Although there is a lack of literature examining clinicians’ experiences of DBT 
consultation meetings, other research indicates clinicians may find it harder to disclose in a 






regard to disclosing in consult, participants in the present study did not express any great 
concern in this regard, although some participants felt initially reticent when new members 
joined the consult team. Also, another participant observed that certain team members did not 
disclose regularly, although he did not refrain from disclosing in consult himself. Difficulties 
around ‘feedback acclimatisation’ might explain why team members potentially refrain from 
disclosing regularly until they acclimatise to the feedback process and assimilate the learning 
around the DBT team consultation principles and so on. 
 
Indeed, Linehan’s (1993) phenomenological empathy agreement played a very relevant role 
in clinicians’ experiences of the feedback in consult as evidenced by the ‘feedback 
acclimatisation’ subordinate theme. This particular agreement facilitates the use of non-
judgemental and empathetic responses towards team members, as well as towards the 
individual clinicians themselves. For example, team members highlighted a clinician’s use of 
judgemental language directed at themselves, when discussing their competency in consult. 
Feedback from the team subsequently helped them to reassess the judgemental language they 
used to describe themselves and their ability. 
 
With regard to the phenomenological empathy agreement and the ‘feedback acclimatisation’ 
theme, there was evidence from some participant accounts that the direct nature of feedback 
in consult had an uncomfortable effect at times. Although Swales (2010a) claims that such 
agreements facilitate a non-defensive attitude in consult, it appeared that in a minority of 
cases that some clinicians became defensive before they were more acclimatised to consult. 
This is in line with Simons (2010), where some participants noted how candid feedback in 
consult was also uncomfortable at times. The defensiveness in the current study, however, 






members. This can feel overwhelming at times; particularly when one is already in high 
emotion. Some participant accounts suggested the need for greater feedback etiquette; 
whereby team members remember the importance of validation first and foremost and do not 
offer a barrage of suggestions too promptly. 
 
Linehan’s (1993) dialectical philosophy agreement was particularly relevant to the 
‘developing awareness’ subordinate theme. As noted by Swales (2010a), the agreement 
facilitates the synthesis of understandings developed through various perspectives on 
whatever client problem is being discussed in consult. From the interpretation of interview 
data the agreement’s purpose was consistent with participants’ experiences of consult. 
Participants illustrated how consult discussion often led to the synthesis of opposing views or 
illuminated certain ‘blind spots’, where a clinician was unable to fully appreciate the variety 
of contingencies involved.  
 
Participant experiences of increased awareness through consult suggests some links to the 
reflective practice literature (Schön, 1983). Clinicians may have the technical knowledge 
around DBT but are often faced with complex client scenarios. This requires further 
reflection and team input in order to negotiate dilemmas where a technical solution does not 
present itself easily. The consult team might assist by reflecting on actions that have already 
been tried and provide subsequent feedback and suggestions. 
 
Variations in how reflection is conceptualised in the literature (e.g. Boud et al., 1985; Dewey, 
1933) is relevant here as well. Experiences of participants highlighted both intellectual and 
affective elements to how clinicians reflected on issues in consult. This was more consistent 






well as the intellectual aspect. With regard to the affective aspect of reflection, this appeared 
to be readily facilitated through the inclusion of questions surrounding clinician emotion in 
the consult agenda. Results showed that these questions helped raise awareness around 
clinician emotion; however, there was variation in terms of how some participants found 
these questions invalidating rather than validating at times. 
 
Stedmon and Dallos (2009) note how different therapy models can lead to the development of 
different meanings for reflective practice which are consistent with the central tenets of the 
respective model. In the current study there was some evidence within the ‘developing 
awareness’ subordinate theme of the incorporation of DBT terms such as ‘emotional mind’, 
‘reasonable mind’ and ‘wise mind’ when reflecting on one’s emotional state in consult. 
Further, the results illustrated how a team can subsequently develop increased awareness to 
help facilitate a greater ability to cope with the re-emergence of such emotion. For example, a 
clinician might experience frustration and anger with a client’s behaviour. However, 
reflection in consult provides greater awareness around the reason for the client’s behaviour, 
thus aiding the reduction in clinician emotion if the client behaviour re-emerges.  
 
In addition, participants’ references to the use of ‘chain analyses’ in consult is pertinent with 
respect to reflective practice elements in consult. Rizvi and Ritschel (2014) note that this tool 
is considered critically important to the change element of DBT. From the consult perspective 
this tool also seems important for change; more specifically for reflecting on clinician 
behaviour and emotion. Narratives highlighted how this tool was practiced in consult in order 
to generalise its use in individual sessions with clients. However, it is worth noting that 
practice of chain analyses on oneself in consult also increased awareness of how a client 






often enough in consult, suggesting that their use in this environment might be more in 
relation to skill generalisation rather than using it to prioritise reflective elements or facilitate 
change in a clinician. 
 
With regard to more specific elements of the ‘managing high emotion’ theme, some 
participants felt that consult member emotion was not prioritised enough. This raises 
questions as to whether teams can adjust their respective consults to help support member 
emotion more. For example, the results of the current study showed that some participants 
used consult to vent their emotions, even if it is questionable whether consult should be the 
forum for such actions. Indeed, venting suggests possible use of judgements, which would 
not normally be encouraged under the DBT philosophy. However, if some participants found 
this useful in consult then perhaps it could be accommodated in some fashion. Teams might 
consider whether emotion-related issues could be addressed more in DBT supervision. As 
indicated by Milne and James’ (2002) study, which examined the efficacy of supervision in 
CBT training, supervision can be effective in terms of the processing of emotion. Given the 
limited literature on DBT supervision and from the accounts of the participants here, it is 
unclear whether DBT supervision currently fulfils this purpose.  
 
The academic literature proposes that consult focuses less on the client’s difficulties; with 
more emphasis put on discussing the therapist’s behaviour within the client-therapist 
interaction (Lynch et al., 2006). While this proposal was consistent within the participants’ 
narratives, it is worth noting that this perspective on the therapist was not all-encompassing. 
As suggested by Lynch et al. (2006), this concept essentially involves focusing on the 
clinician within the client-therapist interaction. The perceived goal here is not to support the 






client outcomes. While this outcome might be to the benefit of the clinician as well, it appears 
that the clinician is almost secondary. As noted by some participants in the present study 
there can be an imbalance between the focus on the client versus the clinician in consult. 
Indeed, rather than focusing solely on the clinician-client interaction there perhaps needs to 
be a separate focus on the clinician without the consistent return to how the clinician is 
affecting the client’s behaviour. 
 
5.4.3 Team Processes 
Descriptive and discussion focused papers by Mayer-Bruns (2013) and Koerner (2013) 
emphasised the importance of an appreciative team environment to facilitate creative and 
effective DBT work. In addition, Koerner (2013) noted the absence of research data on team 
variables and their correlation to client outcomes. These team variables included attendance 
at team consult meetings, how team members interact with each other, and the amount of 
emphasis given to motivation versus adherence in consult. While the current study did not 
examine client outcomes in this regard, it did provide explicit illustration of the quality and 
importance of the consult team dynamic and the type of team environments present in 
consult. This was evidenced under the subordinate theme of ‘team bond’. 
 
More specifically, the ‘team bond’ theme supported academic literature descriptions of 
consult as a ‘community’ (Chapman & Linehan, 2005; Simons, 2010). The results highlighted 
a social aspect to consult, which was often a supportive element of participants’ experiences. 
This aspect of consult helped bring team members closer together and build a greater degree 
of trust in what was often described as a comfortable and relaxed team environment. For 






different disciplines and getting to know consult members on a more personal level, which 
was helpful in furthering trust in the team.  
 
A particularly important aspect of the team bond theme was the ability to balance the social 
aspect with a focus on work in consult. Some participants felt once this balance was in place 
that the team was most effective; especially in terms of dealing with the emotional intensity 
of the work and managing the stress associated with client risk and so on. In addition, the 
interview data indicated that a good relationship with one’s team members facilitated the 
ability to be open and honest with each other; thus contributing to more effective clinician 
action. Overall, given that consult’s main function is to ensure greater clinician effectiveness 
(Linehan, 1993), the findings of the present study suggest that the quality of the team 
dynamic is very important in this regard. Here the social aspect present in some of the team 
consult session was important, as well as the presence of peer consult outside of sessions in 
some teams. 
 
Research by Beidas, Edmunds, Marcus and Kendall (2012) used a computer based platform 
to coordinate case consultation meetings. While Linehan (2014) suggests that a similar 
platform might be used for DBT team consult if required, it is questionable whether the same 
quality of team bond could evolve; as suggested by the experiences of a number of 
participants in the present study, where teams met weekly in a physical location. A virtual 
consult would likely negate the likelihood of a more jovial consult environment, where some 
participants described the enjoyment of laughing with fellow team members while they drank 







There was some overlap with the literature in relation to certain subordinate themes. Most 
notably, with regard to the relevant literature focusing on stress and burnout (Edwards & 
Burnard, 2003; Perseius, Öjehagen, Ekdahl, Åsberg, & Samuelsson, 2003), this was a 
pertinent issue to both the ‘managing high emotion’ and the ‘team bond’ subordinate themes. 
Edwards and Burnard’s (2003) systematic review of stress management interventions 
amongst mental health professionals found that the most common coping strategies included 
social and peer support, supervision, recognition of limitations and improvement in skill 
level. Team consult arguably offers all or some of these coping strategies to varying degrees. 
Of note in the interview data was the amount of peer consult offered by different team 
members to each other. As illustrated in the ‘team bond’ subordinate theme, some teams 
appeared to model this type of ‘consult outside of consult’ behaviour, where members were 
available to provide telephone and personal support outside of working hours. In some 
respects this type of peer support shares characteristics with the phone consultation mode 
offered to DBT clients. In any case for those who mentioned it, peer consult appeared to be a 
very effective coping strategy in managing stress associated with client issues. In contrast, 
those who highlighted the absence of this type of support relayed feelings of stress when 
worrying about clients outside of work hours.  
 
Similarly, the study completed by Perseius and colleagues (2007) highlighted the importance 
of the team aspect of DBT in reducing stress and the subsequent risk of burnout. Their study 
found mindfulness practice was also listed as an important supportive practice. Although not 
mentioned extensively in the current study, some participants did refer to mindfulness as a 
supportive element in relation to managing emotion in consult. However, participants tended 







Swales, Taylor and Hibbs (2012) found that the highest failure rates for DBT programmes 
tended to be in the second and fifth year. The three primary reasons for the cessation of a 
programme were lack of organisational support, high staff turnover and insufficient time 
allotted to the delivery of the programme. In the present study, there was no explicit evidence 
to suggest that participant consult teams were in danger of ceasing to exist. However, there 
were some organisational support challenges referred to. As illustrated under the ‘team bond’ 
subordinate theme, part of the connection of the team in consult was facilitated by outside 
organisational challenges, where outsiders do not fully understand the nature and 
responsibility of the DBT work. From this perspective, while organisational support is 
recognised as a challenge by Swales et al. (2012), these challenges may also contribute to a 
closer team dynamic. 
 
With regard to the ‘membership changes’ subordinate theme, Carmel et al. (2014) and Swales 
et al.’s (2012) references to the challenges associated with high staff turnover indicates the 
importance of new team members joining in order to extend the survival of a DBT 
programme. This was relevant in the present study, where some participants referred to the 
loss of consult members due to job promotions, transfers and so on. The importance of new 
members was mentioned around the more general need for additional staff to tackle growing 
waiting-lists. On an organisational consult level this kind of issue would be considered during 
the business meeting, which coincides periodically with team consult. The impact of staff 
turnover in relation to the general consult experience, however, was reflected in the loss of 
certain multidisciplinary expertise or a particular supportive characteristic that a former team 
member would offer in consult. Participant accounts also illustrated how new members can 
provide a number of other beneficial effects in consult, including rejuvenating adherence 







Although Swales et al. (2012) warn against the danger of high staff turnover from a 
programme sustainability perspective, new members joining the consult also presented its 
own challenges. As illustrated under the ‘membership changes’ subordinate theme, some of 
the more senior clinicians in the present study found it difficult to acclimatise to new 
members joining team consult as they had grown comfortable with the level of trust and team 
bond that had developed in the consult’s previous form. A relevant factor might be how a 
number of new members can join a consult at the same times; as was the case in some 
participants’ experiences here. Those new members who join at the same time may have 
developed their own subgroup bond as they trained together and would be at similar learning 
stages. This may consequently affect the overall team dynamic. 
 
Overall, while it did not appear to contribute to any imminent threat of the teams disbanding, 
the impact of new members joining a team needs to be considered both from a positive and 
negative viewpoint in order to facilitate effective running of a DBT programme. These 
aspects of DBT programme implementation need perhaps to be emphasised more generally as 
previous literature (Fixsen et al., 2005; Swales, 2010a) highlights that staff selection is often 
overlooked or not focused upon in the implementation research literature. In any case 
membership changes appear to be an important factor from a consult perspective, given the 
findings of the present study. 
 
5.4.4 Motivation and Consistency 
The ‘time for consult’ subordinate theme has some links with relevant academic papers. 






important aspect highlighted in the present study. Carmel et al. (2014) and Swales (2010a) 
note the organisational challenges faced by DBT clinicians with respect to giving a day and a 
half to DBT each week; including a half-day for consult. One participant referred specifically 
to the time commitment involved in consult and DBT more generally, and indicated that this 
would be the main factor if she decides not to continue as a DBT clinician in subsequent 
programme years. More generally, however, clinicians in the present study appreciated 
having a consistent time and place to meet for consult and prioritised it over other meetings 
and commitments.  
 
In addition, Koerner (2013) highlights consult team attendance as a potentially relevant factor 
to explore in relation to associated client outcomes. In this regard it was interesting to see 
participants’ prioritisation of consult and even how some participants noted an expectation 
that others would also attend consistently as well. Although this finding cannot be generalised 
to all consult teams it does emphasise the importance of consult to the overall DBT clinician 
experience. 
 
Previous literature (e.g. Chu et al., In press; Evershed, 2012) suggests that the rigid structure 
of DBT might be invalidating for a client. However, in relation to clinician experience, the 
structured nature of consult was generally found to be helpful and supportive. From an 
individual perspective many clinicians here found the regularity and reliability of consult 
helpful in terms of managing pressures when away from the team; including client related 
issues and more organisational issues. In relation to Swales’ (2010) reference to 
organisational challenges, it was interesting to see how weekly consult proved useful in terms 
of managing more systemic pressures. For example, DBT related requests received from 







An important aspect in relation to consistency and time constraints was how an increase in 
consult members could impact on the quality of the consult experience. In their 
implementation research of DBT programmes, Swales et al. (2012) also suggested that 
programmes with more than six team members and who have less than one day per week 
allocated to DBT, might benefit from reducing staff to increase allocation of time in consult. 
They maintained this would increase effectiveness by improving therapist competence and 
provide greater treatment experience. The impact of member numbers was reflected in the 
present study, although clinicians did not have to contend with restrictions on DBT time 
allocation, as was the case in the Swales et al. (2012) study. However, some participants in 
the present study feared that if membership numbers were too big they might not have 
sufficient time to express and discuss their individual client issues. This factor extends to the 
point raised by Mann et al. (2009), who noted practitioner concerns more generally around 
having sufficient time for reflection on clinical work. Given such general time pressures in 
mental health settings, it would be quite unsatisfactory if DBT clinicians did not benefit from 
consult, whose function encompasses the provision of time for such supportive purposes.  
 
Similarly, a number of participants referred to the business meeting aspect of consult and how 
this was infringing upon their regular consult time and the discussion of client issues. While 
not relevant to all teams, given variation in team numbers, certain DBT programmes might 
consider the impact of such time pressures and managing optimum level of clinician numbers 
in consult going forward. 
 
Such aspects of consult were also relevant to the ‘continued motivation’ subordinate theme, 






of consult in terms of maintaining continued interest in the DBT programme. For some, 
consult acts as a reward or payoff for other related DBT work or a chance to provide support 
to others based on one’s personal appreciation of similar support in the past. For others, its 
necessity was due to concerns over burnout or safety. In this regard, an interesting perspective 
that emerged was in relation to potential surveillance elements to consult. This is relevant to 
the research literature of Bleakley (2000) and Taylor (2006) who suggest the potential for 
monitoring or inquisition elements in training programmes where reflective practice is a 
required component. In the present study potential surveillance elements of consult were 
more around safety concerns; where consult provided reassurance as to the status of other 
clinicians and their respective clients. 
 
As indicated by Rizvi et al. (2013) an extensive examination of the efficacy of fewer modes 
in a DBT intervention has not yet been fully explored, although Soler et al. (2009) did 
investigate the effects of DBT-skills training on its own, over the course of three months. 
Even in regular DBT programmes, research suggests that team consult is not always 
prioritised (Dubose et al., 2013). Although it would be difficult to examine consult on its 
own, besides examining research where the consult mode is either present or not in certain 
DBT programmes, the overall consensus in the present study was that consult was essential 
for all clinicians involved. 
 
With regard to the supervision literature (Milne, 2007; Waltz et al., 1998) the current study 
highlighted some relevant points. Firstly, the definition of supervision within the literature is 
worth revisiting. Milne (2007, p. 439) defines it as “relationship-based education and 
training that is work-focused and which manages, supports, develops and evaluates the work 






supervisor/supervisee dynamic, participant narratives showed significant overlap between 
consult and the various education and supportive factors contained in Milne’s definition. 
  
Indeed, references to supervision are often used interchangeably in some of the literature (e.g. 
Swales, 2010a) when referring to supervision in consult versus non-consult supervision. This 
may lead to confusion around how to differentiate between the two and might potentially 
detract from the importance of DBT supervision separate to consult. In this regard, the 
present study highlighted the importance of parallel supervision in relation to resolving 
certain issues; including problems with consult model adherence. Some participants noted the 
benefit of DBT supervision in providing an impetus to return to model principles when the 
consult was not running smoothly or how the team had possibly neglected prescribed 
elements of the model. These included the use of consult roles such as the observer, 
timekeeper and so on. 
 
5.5 Limitations of the study 
All research will have some limitations and the present study is no exception. A noticeable 
limitation was the weighting of clinicians. In total three different consult teams were 
represented in this study, however, one consult team accounted for seven of the eleven 
participants. While the generalisability of qualitative findings is difficult, this weighting 
might further limit the extent to which the findings can be applied to other DBT teams. 
However, given the study’s use of IPA, which has an idiographic focus, the aim of the 
research was to explore individual experiences in the context of their specific teams. As such 






The aim was to try and understand the meaning of individual clinicians’ experience as they 
saw it rather than confirming the veracity of their accounts. 
 
Another limitation might be a possible underlying social desirability factor. While 
participants appeared to be open and honest about their experiences of consult, the researcher 
was aware that clinicians might not want to speak ill of their team. This was evidenced in one 
particular interview where a participant requested that some of their observations not be 
quoted directly in the study. 
 
5.6 Strengths of the current study 
The current study sought to address the noticeable dearth of research exploring DBT 
clinicians’ experiences of team consult. To date, this literature has tended to refer to consult 
in descriptive terms. This study finds that team consult plays an important role in maintaining 
clinician motivation through the offering of team support, opportunities to reflect and learn, 
and maintaining motivation. However, team consult does appear to have its limits, insofar as 
when ‘high emotion’ or emotional dysregulation is consistently present and not processed, a 
clinician’s experience of the consult can feel invalidating. This new knowledge may help 
inform aspects of the DBT training process as well as the wider DBT implementation 
literature. 
 
The use of IPA in this study facilitated a narrative richness around the importance of team 
consult in the DBT model. Although IPA tends to be a labour-intensive approach, another 






degree of insight into clinicians’ experiences of team consult. Future researchers should 
consider the benefits of employing IPA for addressing similar research questions.  
 
A key finding of this research is that team consult has certain limitations. For instance, when 
high emotion is consistently present and not processed, a clinician’s experience of the consult 
can feel invalidating. The mix of personalities is important in this regard and the process in 
which advice is offered or delayed depending on the nature of the issue. While sample size is 
not the focus of IPA studies (Pietkiewicz & Smith), the current study benefitted from 
recruiting a relatively large number of participants across the psychology, nursing and social 
work professions to gain an in-depth examination of the consult phenomenon. In addition, 
this group included both experienced and less experienced DBT practitioners from three DBT 
teams. IPA analysis concerns each individual’s experience; however, a smaller sample size 
may not have highlighted subtleties to the consult experience, as illustrated in the current 
study.  
 
Finally, a general strength of the study was how it advanced the limited and broadly 
descriptive literature relevant to DBT team consultation meetings. This necessitated 
incorporating and building upon associated research areas such as those in CBT. The study’s 
inclusion of a broader literature focus helped contextualise the findings of the research more 
effectively. Given the limited research on other specific DBT modes more generally, a 
similar approach in terms of identifying other comparatively relevant literature might be 









5.7 Future research 
Future research based on the evaluation of the present study might seek to explore team 
consult in adapted versions of DBT. The present study highlighted the importance of consult, 
particularly in the areas of DBT learning, adherence and emotional support. Other clinical 
populations, where DBT is being adapted, might not necessarily evoke as strong emotions 
from clinicians. This in turn might influence how clinicians experience consult in an adapted 
setting.  
 
As noted by Rizvi et al. (2013), an examination of the efficacy of fewer DBT modes has not 
yet been fully explored, although the likes of Soler et al. (2009) have examined the use of 
DBT skills training on its own. Future quantitative research might assess the impact of DBT 
adaptations where consult is not prioritised (e.g. James et al. (2008)).Quantitative measures 
might focus on client factors such as attrition rates, and perhaps clinician factors such as 
levels of stress or level of DBT theoretical knowledge.  
 
Other quantitative research that might be relevant stems from the team variables highlighted 
in the present study; in particular how the team interacts and whether there is extensive 
availability of peer consult or not. It would be interesting to see whether there is any 
correlation between client outcomes and team variables, as suggested by Koerner (2013). 
 
Marsha Linehan (2014) recently published her latest DBT skills manual, which contains 
some new DBT skills. It may be useful to examine the impact of these new skills and to see 
how they are applied in consult settings, once clinicians have received sufficient training 






Linehan (In press), which Linehan (2014) states will help clinicians set-up and coordinate a 
DBT consultation team. Although the researcher was unable to access this unpublished 
material, future research might assess the application of the present study’s empirical findings 
to the prospective training information of Sayrs and Linehan (In press). 
 
Finally, the team consult experience might benefit from more qualitative research examining 
DBT supervision specifically. There appears to be significant overlap between consult and 
supervision in terms of their supportive and edification roles. However, DBT supervision 
appears to have a significant influence in terms of consult adherence and might also help 
address instances where clinicians’ high emotion is not properly supported in consult. Further 
research on these aspects would be beneficial to help inform potential adjustments to 
supervision. 
 
5.8 Recommendations for clinical practice 
The researcher hopes that some of the findings of the study will contribute to the limited 
knowledge around clinicians’ experiences of team consult. A number of possible clinical 
applications might also be considered. Firstly, there appears to be an acclimatisation process 
when it comes to first joining a DBT consult team. This can be broken down into founding 
members of a consultation team and new members joining an existing consult team. 
Founding members might benefit from more support to help orientate to the role of consult 
initially. More generally, specific information around the benefits and challenges associated 
with consult might be shared with prospective DBT trainees to help prepare them for consult. 






particular focus might be given to the acclimatisation to feedback in consult, which can 
appear overly direct and be misinterpreted by newer members. 
 
Secondly, a minority of participants felt that consult focused too heavily on clients as 
opposed to the emotional impact on clinicians. This suggests that teams might need clearer 
guidance on how to address this imbalance between client versus clinician focus. A closer 
look at a DBT team consult agenda highlights, however, that these meetings are structured 
primarily to address client issues. Consequently, DBT supervision might provide a more 
definitive role in addressing clinician emotional issues; either by helping to adjust certain 
aspects of consult where possible or providing space in supervision itself to process difficult 
emotions.  
 
In addition, peer consult appeared to be a strong support for a number of clinicians in the 
present study. Although not prescribed as a DBT mode, the availability of peer consult 
outside of allotted DBT consult hours appeared indicative of stronger team relationships and 
was particularly useful in regulating clinician emotion and so on. Whether this type of 
support can become a structured component of the DBT setup is unclear, but it does appear to 
be a helpful coping mechanism when working in such a challenging area. On the other hand, 
peer consult may be a support that is best introduced naturally by teams, where in its current 
form it is provided on a voluntary capacity by individual team members. 
 
5.9 Concluding thoughts and reflections on project 
From a personal perspective there was some initial trepidation about researching DBT team 






research on consult to draw upon. Normally, research is characterised by the exploration of a 
specific niche in a research area; suggested by the existing literature. This was not the case in 
the present study as the limited research was very descriptive in nature and did not suggest 
specific areas to focus on.  
 
Overall, I found the research topic very interesting and one which sustained my interest 
through the research process. As mentioned previously, my initial interest in the area 
stemmed from an assistant psychology role I worked in. On reflection, this assistant role was 
a positive experience for me and may have biased my view on DBT more favourably. 
However, the research process helped provide a more balanced perspective on this 
challenging area of clinical work. I felt grateful to be able to interview a variety of DBT 
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APPENDIX A: DBT Team Consult Format/Agenda and Description of Consult Roles 
 
(Adapted from Marsha Linehan’s (e.g. 1993; 2014) books, feedback from DBT clinicians and from 
information on the ‘DBT-Linehan Board of Certification’ (https://dbt-











Meeting is opened by the meeting leader (This role rotates each meeting). This person 
leads a mindfulness practice at the start of consult as well 
 One DBT agreement is read 
 Five minute chain analysis/solution analysis on any latecomer  
 Read and approve minutes/summary of last consultation  
 Develop agenda: Items on agenda form are reviewed and each therapist is asked if 
they have anything else they would like to add to the agenda and/or if they need 
help. Urgency around agenda items and requests rated to help prioritise; using a 
three point or five point scale. Standard questions around ‘any clinician wanting 




 Group Update(s) 
 Checking if there are any life-threatening behaviours or imminent risk to clients  
 Any imminent risk of four misses in a row, i.e., treatment drop-out  
 Any severely more dysfunctional behaviours of clients  
 Any urgent requests from clinicians for help (highest number on scale to help rate 
priority for agenda items)  
 Any effective behaviours of clients or therapists  
 Any team interfering behaviours  
 Any therapy interfering behaviours (including not knowing what to do next)  
1. Out-of-adherence  
2. Not know what to do next  
3. Judgmental/non-dialectical/wilful attitude  
4. Burnout and problems with limits  
5. Out-of-compliance paper work, notes, documentation  
 Updates and processing-out-loud  










Teaching, discussion of readings, practice, discussion on supervision feedback, 







Consult Role Description of duties 
Meeting leader 
 
Responsible for developing agenda with team members. They determine order 
of agenda items and manage the time. They would be the person who reads 
one of the dialectical agreements  
 
Observer This person observes and rings bell lightly when:  
 A dialectic is unresolved  
 Anyone (clients or therapists) treated as fragile  
 judgmental or non-compassionate comment is made  
 Defensiveness arises, forgetting that we are all fallible  
 Non-mindfulness, doing two things at once appears  
 Solutions given before problem is assessed  
 Treatment recommendations/comments violate DBT principles  
 consultant-to-the-team/DBT team leader intervening, doing rather than 
teaching  
 
Note taker  
 
Takes notes during meeting of therapist-dyads discussed, problems brought 
up, advice given, topics unaddressed due to time and issues/agreements for 








APPENDIX B: DBT Consultation Team Agreements 
 
1. Dialectical Agreement: We agree to accept a dialectical philosophy: There is no absolute 
truth (nor is truth relative). When caught between two conflicting opinions, we agree to look 
for the truth in both positions and to search for a synthesis by asking such questions as, 
“What is being left out?” 
2. Consultation to the Client Agreement: We agree that the primary goal of this team is to 
improve our own skills as DBT therapists, and not serve as a go-between for clients to each 
other. We agree to not treat clients or each other as fragile. We agree to treat other team 
members with the belief that others can speak on their own behalf. 
3. Consistency Agreement: Because change is a natural life occurrence, we agree to accept 
diversity and change as they naturally come about. This means that we do not have to agree 
with each other’s positions about how to respond to specific clients, nor do we have to tailor 
our own behavior to be consistent with everyone else’s. 
4. Observing Limits Agreement: we agree to observe our own limits. As therapists and 
team members, we agree to not judge or criticize other members for having different limits 
from our own (e.g.: too broad, too narrow, “just right”). 
5. Phenomenological Empathy Agreement: All things being equal, we agree to search for 
non-pejorative or phenomenologically empathic interpretations of our client’s, our own, and 
other members’ behavior. We agree to assume we and our clients are trying our best, and 
want to improve. We agree to strive to see the world through our clients’ eyes and through 
one another’s eyes. We agree to practice a non-judgmental stance with our clients and one 
another. 
6. Fallibility Agreement: We agree ahead of time that we are each fallible and make 
mistakes. We agree that we have probably either done whatever problematic things we’re 
being accused of, or some part of it, so that we can let go of assuming a defensive stance to 
prove our virtue or competence. Because we are fallible, it is agreed that we will inevitably 
violate all of these agreements, and when this is done, we will rely on each other to point out 
the polarity and move to a synthesis. 








APPENDIX C: Research Project Information Sheet 
 
 
Upcoming Research Project 
 
 
Research Area: Clinicians’ experiences of DBT team consultation meetings 
 
Researchers: 
Cian Walsh, Department of Psychology, University of Limerick 
Daniel Flynn, HSE South, Cork 
Dr. Patrick Ryan, Department of Psychology, University of Limerick 
 
What is the study? 
As part of the DBT model clinicians are required to attend regular team consultation 
meetings. The researchers hope to explore clinicians’ perspectives and experiences of these 
meetings. 
 
How long will it take? 
As part of this study you would be asked to partake in an interview. The interview will be 
audio recorded and last approximately 1 hour. Breaks will be scheduled as required. 
 
When will it happen? 
The interview will be arranged for a time that suits you. Interviews will be carried out at your 
place of work or a place that is convenient to you. If you wish to take part in the study please 
email me at cian.walsh@studentmail.ul.ie. I will contact you by phone or email to arrange a 
suitable time and place for the interview. 
 
Can I decide not take part? 
You are under no obligation to take part in the study. Also, you can choose to withdraw from 
the interview at any stage. 
 
Who will see my answers? 
All information will be kept on a password-protected computer and audio recordings will be 
deleted after transcription. Your name will not be kept with your data. Cian Walsh is the only 






names/identifiers. Other members of the research team may view sections of the interview 
answers with pseudonyms when help with the data analysis is required. Transcribed 
interviews will be destroyed after ten years, as is standard practice. Quotes may be used in 
publication under pseudonym. When required by law, the records of this research may be 
reviewed by government agencies. What are the benefits to me? 
Participants will not be paid for the research. However, by taking part you will help 
contribute to the DBT literature. This may potentially benefit clinicians in the future in terms 
of aiding work practices and professional development. 
 
This study has been approved by the Cork Teaching Hospitals Ethics Committee.  
 
If you would like to know more about this research project please feel free to contact me by 






Psychologist in Clinical Training 
Department of Psychology 







APPENDIX D: Semi-structured Interview Protocol 
 
1. Could you briefly summarise your DBT experience to date? 
- How long are you trained? 
- What is your original professional background? 
- How long since original training? 
- How did you hear about DBT? 
- How did you come to join it? 
 
2. How do you find the structure of DBT consult meetings? 
- What does it look like? 
- How do team consult meetings compare to other experiences of supervision or 
group supervision? 
- What are your experiences of the different consult roles? E.g. meeting leader, 
mindfulness leader, observer, note taker 
 
3. What benefits do you experience in these meetings? 
- How do you feel in these meetings? 
 
4. What do you experience as disadvantageous in these meetings? 
- How do you feel when you experience such elements in consult? 
 
5. What types of experiences prompt discussion in team consult? 
- Any interpersonal experiences/challenges? 
- Any service-related experiences/challenges? 
 
6. How would you feel if team consult was not part of the DBT model? 
- How would it impact on your work?  













Research Area:  Clinicians’ experiences of DBT team consultation meetings 
Principal Researcher:  
Dr. Patrick Ryan, University of Limerick 
 
Co-investigators:   
Cian Walsh, Psychologist in Clinical Training, University of Limerick/HSE 
Daniel Flynn, Principal Psychology Manager, Cork Mental Health Services, HSE 
 
 
You are being asked to participate in a research study exploring clinicians’ experiences of DBT team 
consultation meetings. In order to decide whether or not you want to be a part of this research study, you should 
understand enough about its risks and benefits to make an informed judgment. This process is known as 
informed consent.  This consent form gives detailed information about the research study, which will be 
discussed with you.  Once you understand the study, you will be asked to sign this form if you wish to 
participate 
 
If you have any questions regarding this study, please contact Cian Walsh, Psychologist in Clinical Training, by 
email at cian.walsh@studentmail.ul.ie.  
 
Section B 
I. NATURE AND DURATION OF PROCEDURE(S): 
The researchers hope to explore DBT clinicians’ perspectives and experiences of regular team consultation 
meetings. As part of this study you will be asked to partake in an interview. The interview will be audio 
recorded and last approximately 1 hour. Breaks will be scheduled as required. 
 
 
II. POTENTIAL RISKS AND BENEFITS: 
Although no significant risks are envisaged, interviews may be emotive depending on the topic being discussed 
by a participant. To minimize any risks to you and other participants, this study is conducted following the 






However, by taking part you will help contribute to the DBT literature. This may potentially benefit clinicians in 
the future in terms of aiding work practices and training development.  
 
III. POSSIBLE ALTERNATIVES: 
You may choose not to participate in the study. 
          
 
Section C                                                                    AGREEMENT TO CONSENT 
I, the undersigned, have read Section A and B. I understand that this research study is being carried out to 
explore clinicians’ experiences of DBT team consultation meetings.  
 
I understand that I have been asked to give my consent for the interview data to be used in this study. I 
understand that all of the information I provide will be confidential and anonymous and that no personal 
information will be used. I understand that if the study is published, no identifying information will appear. 
When required by law, the records of this research may be reviewed by government agencies.  
 
I have had the opportunity to ask questions concerning any and all aspects of the project and any procedures 
involved.  I am aware that participation is voluntary and that I may withdraw my consent at any time.  
 
This study has been cleared to proceed by the Clinical Research Ethics Committee of the Cork Teaching 
Hospitals (CREC).  If you have any concerns over the conduct of the study you may contact Dr. Patrick Ryan, 
Director of the Doctoral Programme in Clinical Psychology, Dept. of Psychology, University of Limerick (061 
202539) 
 
After reading the entire consent form, if you have no further questions about giving consent, please sign where 
indicated. 
 
Signature of Research Investigator:                                                  
 
Signature of Participant:                                                   
     
 







APPENDIX F: Extracts from Reflective Memos 
 
20/02/14 
Phone call with [academic staff member] there to discuss a few aspects of the research. Just a 
quick memo to reflect on some points. Think I need to read a bit more around the 
methodologies alright. Main thing is to think of the methodology in terms of best fit. So even 
though the homogeneity might be an issue, IPA is still the best fit based on my research 
questions. Need to have a good solid rationale.  
Mixed methods could be problematic as well. Firstly, in terms of the word count and 
traditionally the quant part of the studies in the past have tended to be the larger part. Also 
my participant numbers could be an issue for quant.  
To get over the risk of getting too descriptive material I need to have some critical probing 




Thought the interview went well. Delayed 45 minutes but we got to it then. Keywords that 
come out of it for me are ‘self-awareness’ and ‘support’. Think we covered different aspects 
of consult as well. What was interesting was the potential for differences in this person’s 
experiences of consult compared to those previous interviewees who were in a different 
consult altogether. Reflection appeared possible in this one. Maybe I could have got more on 
the support part. Think it’s in there though. We’ll see. Feel kind of energised by this 








Just developed initial codes, etc. from interview 1. Support is one that I think will be relevant. 
I'm wondering how to break it down as it covers different types of support: supervision, peer 
support, consult and so on. There is also the angle of how the support is characterised by 
direct instruction and directions versus validation of feelings and acknowledging the 
difficulty a therapist might be experiencing at a given time. Also in interview 1 there is talk 
of how the support for the therapist is being missed.  
I have an initial code of 'Consult focus' where the interviewee talks about his understanding 
of what the focus should be i.e. to support the therapist, but his actual experience is that 
consult is too focused on supporting and directing the clients. I think this code might come 




Just thinking there about how Deirdre spoke of using humour in consult and linking it back to 
the skills and the use of irreverence to help the client progress. In many ways it seems quite 
natural when she puts it like that, that the team could use this style in consult. There is a sense 
of the absurd in some ways with the work and humour is useful perhaps. Absurd in the sense 
that both the techniques been used are unusual in some respects e.g. irreverence with suicidal 
clients, and also absurd to outsiders trying to understand the behaviours of clients fully i.e. 
self-harming? This is perhaps judgemental, as self-harm has a function for the client, most 






There is a sense of working within the principles and rules and seeking permission for the use 
of things like humour in such heavy work. Maybe it's something that other teams should be 























































peer case consultation groups, which I 
guess would have been a lot gentler and 
a lot direct than DBT. So it definitely 
took time to get used to that. But I think 
because I was part of the original DBT 
team here, as we all got used to 
adopting that perspective at the same 
time, so I think it was quite a gradual 
thing. And I think initially if I can 
remember, which is going back a good 
few years, possibly thinking ‘whoa’ you 
know and finding it a little bit difficult to 
get feedback, that direct feedback from 
other people. But I think once I got used 
to it certainly it became a lot easier and 
I grew to value it. And I think as you get 
to know your team better as well and as 
you realise that yeah we can all give 
each other this feedback and it’s all to 
help each other’s practice, it’s not 
about pointing out who knows more or 
who knows less. That it’s clearly 
definitely not about one-upmanship or 
I’ll show you or anything like that. And I 
think once we can throw all those 
judgements away or kind of negative 
interpretations, we’re a lot freer to get 
that feedback. Whereas now I’m trying 
to think in recent times where yeah like 
in recent weeks if I think of the past 
 
‘gentler’ – Consult being more direct than other experiences of supervision. 
This understandably would take getting used to initially anyway. Although 
lack judgements ideally the manner of feedback can still be perceived as 
‘direct’.  
 
Getting used to ‘directness’ of DBT together at the same time. Element of 
group learning here and learning at similar rates/stages. Something that 
evolved over time? 
 
 
‘whoa’ – sense of surprise and maybe this is too much.  
Difficulty getting direct feedback at first.  
 
Getting used to direct feedback and valuing it. There is a sense of building up 
a tolerance to this style of feedback but that ultimately it gets easier and its 
value is appreciated. 
Getting to know team. Growth in team bond helps with building this 
tolerance. Gives voice as well to your ability to give feedback in similar way 
 
 
No competition around expertise level. The feedback isn’t an opportunity to 
show off your DBT skill/prowess or a chance to get one over on someone on 
the team. One-upmanship 
Discarding judgements. Interprets judgements as ‘negative interpretations’. 
Negative – is there not a possibility of positive judgements as well? 
The cessation of judgements by the clinician creates a greater ability to 
receive DBT feedback, which ultimately should be descriptive? 
 
































Acclimatisation to DBT 
feedback 
 







couple of weeks and a client I’d have 
taken to consult and kind of the query I 
would have had and perspective I would 
have had and I got feedback and the 
team in general pointed out reasons 
why I should, I was thinking of doing 
something which I hadn’t yet done that 
I wanted to run it past them. And they 
were talking about well this could 
possibly set up X contingency, do you 
really want to do that. And as I think 
about it now I kind of went I kind of 
went oh that’s great, I hadn’t thought of 
that. So I think I’m definitely at a point 
with it where even if the feedback was 
completely different to what I was 
thinking or if it’s something I haven’t 
thought of I certainly don’t go to a 
defensive place with that. I think that’s 
great. I genuinely think it’s great. But I 
think it takes time for people to get 
used to that. And as new members have 
joined our consult over the years, from 
observations and from conversations 
with people the feedback has been 
similar. That it can be a little bit direct. 
It can seem difficult em to take that 
feedback on board.  
I: Yeah. That has come up alright that 
you know some people feel it a bit 
overwhelming that so many people in 







‘Should’ – judgement here? 
Running potential plan/action by team. Doesn’t sound like there’s a lot of 
emotion involved here. More a checking in with team to get their feedback 
Team pointing out possible implications. Blindspots/oversights being 
pointed out? Really – questioning tone here, sense of underlying judgement. 
While judgement language isn’t used, ironically the clinician must ‘judge’ the 
feedback offered from team 
Feedback. Reacts well to feedback and is grateful for it.  
 
Being open to completely different feedback to expectations. Seems like 
another stage in the growing tolerance of feedback. Clinician might have 
some expectation of what might be suggested normally. 
 
Defensive place – metaphor? More a headspace. A bit like emotional versus 
wise mind? Genuinely – very appreciative of feedback. Is there a sense that 
she appreciates how ‘difficult’ it might be to give feedback as well? More 
accepting of feedback as a consequence? 
Takes time to get used to feedback. Seems to be a consensus from others 
that this is the case. Concept of time, development over time. 
 
Feedback being direct. ‘little bit direct’ – interesting contrast of words here. 
Directness seen as negative although that changes. ‘Little bit’ suggesting 















































I: But your experience is that, that’s 
something that changed over time? 
F: Yeah. And I think so long as it’s done 
in behaviourally specific terms and you 
know if somebody is pointing out a 
contingency and say what about this, 
did you consider are you considering 
that maybe by you responding in this 
way it might increase the likelihood of a 
client responding with dysfunctional 
behaviour in the future. And when that 
is something I haven’t thought of I’m 
genuinely delighted if somebody else 
can think of it now. Em and it’s certainly 
helps to make me more effective. Em 
but I really think in order to get that 
type of feedback we really need to 
adhere to the principles and we need to 
I suppose to sign up to the agreements. 
Yeah. 
I: Yeah. Which ye’d read. 
F: Yeah. We read one every week. We 
kind of rotate it. 
I: Any particular favourite agreement? 
F: I think [pause] the fallibility 
agreement. Yeah. I think that would be 
my favourite. I mean because when we 
accept at the outset that we are all 
fallible I think it takes away that need or 
desire to be right. We’re all going to 
make mistakes and we agree in advance 
that we will probably, we will definitely 








Naming potential result of response. There’s an element of brainstorming 
here? Can’t be exactly sure of outcome but potential results are discussed. 
Looking at what is effective 
 
Not having thought of suggested idea. Clinician seems to think a lot of 
potential outcomes so is happy to receive new angles from team. Genuinely 
delighted 
Increase effectiveness. The process of feedback and suggestions ultimately 
leads to greater effectiveness.  
That type of feedback – Suggesting that this feedback in consult is possibly 
unique. Linked more to its directness? 
Need to adhere to principles. Seems principles aid feedback process in 






Liking fallibility agreement the best. Frees her up in the consult. Releases 
pressure to be correct? 
‘All’ – Is there a need for everyone to be on board with it so? Not just you 
accepting that you are fallible? 









































probably have done the things that we 
are accused of doing or there is some 
element of validity in those. Whereas I 
find that quite different to maybe a case 
conference type setting or a 
multidisciplinary team meeting where 
maybe it’s kind of not discipline against 
discipline, but we all argue our case, we 
put our points forward and yes we take 
feedback. But it’s not to the same 
extent. We’re literally going in there 
saying yeah I could have gotten it 
wrong. Em. 
I: Yeah. And that’s okay then. 
F: That’s okay. Yeah. 
I: What’s it like when new team 
members come in though? Do you 
cause like ye’d of all shared that 
perspective maybe you know if ye had 
trained together and working together 
for a while? 
F: Em. It is an experience [laughs]. I know 
we’ve had eh 2 sets of people join our 
team. The first time new people joined, 
4 people joined in 2011 em I found that 
quite difficult actually because at the 
point of time I felt that we were a 
cohesive team, we had got the 
programme up and running and I think 
through the process of getting going to  
Agree as team that they are fallible. Is there a sense here that this aids the 




Finding it different to MDT meeting. 
 
 
Arguing own discipline’s case in MDT meeting. The team aspect is different 
here? Although an MDT person’s discipline has to represent for themselves?  












Experience – suggestion that it wasn’t easy from tone and laugh? 
 
 
Finding it difficult when new members joined. Team was ‘cohesive’ 
beforehand. Sense of being protective of this cohesion and the experience 
they went through as a team.  
 
Starting together. Lot of effort went in as a group initially starting the 





APPENDIX H: Various Aids for Themes Development Process 
 










Manipulation of themes in Microsoft Excel for numeration purposes and exploring 



















Examples of NVivo Word Queries done to help look at potential themes from different 
angles: 
Cluster Analysis in NVivo 
 
 
Word Cloud in NVivo 
 
